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JUST OFF THE PRESS 
FINE’S CARE OF THE SURGICAL PATIENT 


Everything you want to know about the care of the surgical patient—short of actual surgical 
technic—is explained for you clearly and helpfully in this brand new book. Surgical physiology 
(fluid and electrolyte balance, shock, etc.); mental care; nutrition; surgical infections; anes- 
thesia; transfusions; complications; oxygen therapy—all these topics are very thoroughly 
covered, along with the ordinary aspects of pre- and post-operative care. 


Mental care of the patient is especially emphasized. The author urges physicians to consider 
the surgical patient not as a “case” but as a human being, who is possessed of a personality, 
has an individual attitude toward his operation, and has, possibly, a coexistent medical disease. 
How to evaluate the patient’s psychic status, what measures to take to alleviate anxiety, how to 
foresee and prevent possible psychiatric complication—these questions are answered in a 
specific and down-to-earth manner that reflects clearly Dr. Fine’s long experience in this field. 
Typical of the useful guidance you will get here is this bit of advice: “Breast biopsy should be 
done under general anesthesia, for a shift from local to general anesthesia is a blunt admission 
to the patient that she has cancer, at a time when psychic trauma should be kept at a minimum.” 
By Jacob Fine, M.D., Surgeon-in-Chief, Beth Israel Hospital; Professor of Surgery (at Beth 
Israel Hospital), Harvard Medical School. 544 pages, illustrated. $8.00. 
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Ready Now! 


ATLAS OF 


POSITIONS 


By VENITA MERRILL, while Educational Director, 
Picker X-Ray Corporation. 


EVERY KNOWN POSITION IS DESCRIBED AND ILLUSTRATED 


INCLUDES PREPARATORY PROCEDURES FOR PROTECTION 
OF PATIENT AND TECHNICIAN. 


Roentgenography is a young and rapidly growing profession. The literature 
has been widely scattered and fairly inaccessible to students and technicians. 
This has created a great scarcity of qualified courses and most present-day 
technicians have learned their work in the hard school of experience. 

To fill this great need, the Mosby Company is proud to announce publication 
of the first American literature to contain a complete assemblage of every known 
roentgenographic position—each position being accurately illustrated and clearly 
described. Standard positions, as well as unusual or specialized, are included. 

Adequate anatomical and medical information is included in each case. 

Definitions of roentgenographic terms are presented. 

Numerous bibliographic entries, to facilitate further study, are provided. 

Miss Merrill has had many years’ experience as a medical x-ray technician, 
both in hospital and office practice. Having worked under the same handicaps as 
fellow technicians—the same difficulty in finding authentic source material— 
she understood the problems from every side. She has assembled sufficient 
material between the covers of these two volumes to serve as a_ practical 
reference work—providing any x-ray technician with a tool with which to 
work with skill and intelligence. 

Many of the drawings were prepared from actual anatomical specimens, from 
radiographs, or from the related photographs. Where several similar positions 
for obtaining an identical projection have been recommended, the least compli- 
cated one has been selected for illustration. In many instances, however, several 
methods for obtaining similar projections are included. 


| Name 


The C. V. Mosby Company SMJ 6-49 
ro | 3207 Washington Blvd. | 

St. Louis 3, Missouri 
| Please send me Merrill’s Atlas of ROENTGENOGRAPHIC | 
POSITIONS—In Two Volumes 
The price is $30.00. 

| Enclosed find check. Charge my account. 
Address | 
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flats the 
powder into 
the tracheal passage 


HE AEROHALOR is a portable, simplified device 

for penicillin powder inhalation. Its wide mouthpiece provides 

optimum conditions for an open airway through the mouth. A unique 

fractional-dosage principle permits a small amount of powder to be inhaled 

‘ each time the patient inspires. When the Aerohalor is properly used, 

a excessive quantities of the powder are not inspired at one time and there is no 

powder suspended in the tidal air to be exhaled. 

The effectiveness of penicillin powder inhalation with the Aerohalor has been 

demonstrated by clinical investigation.* The pocket-sized device has easily inter- 

changeable mouth and nosepieces for oral and nasal inhalation. It is 

used with disposable Abbott Sifter Cartridges, each containing 100,000 
units of finely powdered crystalline penicillin G sodium. 

The Aerohalor is packaged separately. Prescribed as needed are the dis- 

posable Sifter Cartridges, individually protected with rubber caps, 

packed three to an air-tight vial, four vials to the box. The 

complete Aerohalor story is available; write for literature. 

Assortt Lasoratories, North Chicago, Illinois. 


® 
Aerohalor (Abbotts powd 
P 
*Krasno, L., Karp, M., and Rhoads, P. S. (1948), The Inhalation of Penicillin inhale) 


Dust, J. Amer. Med. Assn., 138:344, October 2. 
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LIPPINCOTT SELECTED PROFESSIONAL BOOKS 


i book in the Lippincott Essentials Series 


is arranged to give accurate clinical and experimental 


facts in its respective field. Here are authoritative guides 
—designed for specific, basic information—to be used in 
daily reference by the busy physician. The texts are com- 


plete as to etiology, diagnosis, prognosis and treatment. 


ESSENTIALS OF ALLERGY, by Leo H. Criep, m.v. 
3rd Printing, 389 Pages, 42 Illustrations, 1 Color Plate. $5.00 


ESSENTIALS OF DERMATOLOGY, by Norman Tobias, M.D. 
New, 3rd Edition, 518 Pages, Illustrated. $6.00 


ESSENTIALS OF BODY MECHANICS in Health and Disease 
by Joel E. Goldthwait, M.p., John G. Kuhns, M.v., et al. 
4th Edition, 337 Pages, 128 Illustrations. $5.00 
ESSENTIALS OF PHARMACOLOGY, by Frances K. Oldham, pu.v., F. E. Kelsey, Pu.p., 
and E. M. K. Geiling, M.v. 440 Pages. $5.00 


ESSENTIALS OF PROCTOLOGY, by Harry E. Bacon, m.v. ' 
4th Printing, 345 Pages, 168 Illustrations. $4.00 


600 Pages, Illustrated. $5.00 


ESSENTIALS OF PUBLIC HEALTH, by William P. Shepard, m.v. 


FUNDAMENTALS OF PSYCHIATRY, by Edward A. Strecker, M.D. 


4th Edition, 325 Pages. $4.00 


TECHNIC OF MEDICATION, by Austin Smith, m.v. New. Approximately 262 Pages. $4.00 


Phi 


Lippincott Books 


. B. LIPPINCOTT COMPANY, East Washington Square, Philadelphia 5, Pa. 


Enter my order and send me: O Criep, Allergy, $5 O Bacon, Poosteiogz, $4 
O Tobias, Dermatology, $6 O Shepard, Public — $5 
0 Goldthwait, Body Mechanics, $5 O Strecker, Psychiat: the 
© Oldham, Pharmacology, $5 © Smith, Technic of Medication, $4 


O Send C.0.D. 


i .G Charge my account 
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The four cardiac chambers, the pulmonary blood vessels, and 
the thoracic aorta may be rendered sufficiently opaque for’ good 
roentgen visualization by the Robb-Steinberg method. 

Angiocardiography is of particular importance in the differ- 
ential diagnosis of congenital heart disease, chronic pericarditis, 
aneurysm, arteriovenous fistulas near the heart, and mediastinal dis- 
ease. Only one radiopaque agent is recommended for this purpose: 


D D R A OF 50cc. 


CONCENTRATED SOLUTION 70% 


New Yorn 13, N. Y. 


BIODRAST, wrademork cog. U. 5. & 
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to more diverse, 


undiagnosed and 


undiagnosable 


complaints 


than a whole 


pathological ward.” 


Harding, T.S.: M. Rec. 160:198, 1947 


For the many patients, especially women, 
who complain of nervous tension throughout 
the day and wakefulness during the night, 

EskAPHEN B E rxir is an ideal preparation. 


EsKAPHEN B E provides both 
the calming action of phenobarbital \s 
('/, gr. per 5 cc.) and the tone-restoring 
effect of thiamine (5 mg. per 5 cc.). 


Eskaphen Elixir 


The delightfully palatable combination 
of phenobarbital and thiamine. 


Smith, Kline & French Laboratories, Philadelphia 


a - One nervous woman can give rise q 
\ 
4 
i 
3 
£ 
i 
| 


SOUTHERN MEDICAL JOURNAL 


20 CALORIES per 


eee OR 30...0R 40 


“It is, at times, necessary to give food of a consid- 
erably higher caloric value than would be anticipated. The 
giving of a food of a caloric value too low to meet the 
infant’s needs is by all odds the chief'cause of failure in 
infant feeding.” * 

When feedings of higher than normal caloric 
value are indicated, how simple it is with Similac! You 
merely increase the amount of Similac powder to be added 
to each ounce of water. The relation of all the nutritive ele- 
ments to each other remains the same as in normal breast 
milk. And the Digestive Factor does not change; for Similac 
has a consistently zero curd tension like breast milk—even 
in mixtures of double the normal caloric value. 


*Page 51, Infant Nutrition: Jeans and Mariott, 1947. 


One measure (included in each can) of Similac 
added to two ounces of water makes two ounces 
of the normal formula — 20 calories per ounce. 


<niler wile 


SIMILAC DIVISION - M & R DIETETIC LABS. INC. * COLUMBUS 16, OHIO 
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PURE CRYSTALLINE MALE HORMONE—THE MOST POTENT ANDROGEN 


Clinical Application 


- Of all the known androgenic sub- 
‘i >>." stances, testosterone is recognized as the 
: most effective; particularly is this true if 
administered under conditions that as- 

sure slow absorption and preclude rapid 

destruction such as when Membrettes* 

are prescribed for transmucosal therapy. 

Not only in the male but also in the 

female have androgens assumed an 

important role in recent years. The 

results obtained have been so 

satisfactory that the use of 

free testosterone is becom- 

ing increasingly wide- 


WHENEVER THE USE OF THE MALE HORMONE JS INDICATED 


AQUEOUS SUSPENSION RETT EST 


WYETH INCORPORATED, PHILADELPHIA 3, PA. 
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STATISTICALLY SIGNIFICANT 


Recent important investigations confirm superiority of 
molybdenized ferrous sulfate in iron-deficiency anemig 
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Dieckmann, W. J., and 

Priddle, H. D.: Anemia of Preg- 
nancy Treated with Molybdenum- 
Iron Complex, Amer. J. Obstet. & 
Gynecol., (March) 1949. 


Dieckmann and associates recently 


undertook an evaluation of molyb- - 


denized ferrous sulfate (Mol-Iron) 
in anemia of pregnancy—a relatively 
resistant type of anemia. 


A carefully selected group of patients 
was given Mol-Iron in a dosage 
of 2 tablets 3 times daily; a compa- 
rable group of patients who received 
no iron medication served as controls. 


FINDINGS: “The patients who 
were treated showed a rapid increase 
in hemoglobin and hematocrit with 
a mean at term of 11.8 Gm. per 100 
ml. and 36 volumes per cent—high 
figures for pregnant patients. The 
mean for the present control group 
is 10.7 Gm. of hemoglobin per 100 
ml. and a hematocrit of 32.6 volumes 


per cent (at term)... At six weeks pox 
partum, the patients who had been q 
molybdenum-iron had a mean of 12) 
Gm. per 100 ml. as compared with! 
for the present (control) group...” 


COMMENT: “We have never hu! 
other iron salts so_ efficacious jj 


pregnant patients. Our results wit 
the molybdenum-iron complex hax 
been so striking that, if the patien 


has taken this medication for thet 


weeks and shown no significant it 


crease in the hemoglobin conce. 
tration, the therapy is stopped aii 
a more extensive study (bone mattor 


biopsy, gastric analysis, reticulogt 
count, etc.) made to determine th 


cause of the anemia.” 


SUMMARY: “We believe that tt 
value of this molybdenum-iron con 
plex has been demonstrated as bei 
very effective in increasing the het- 
oglobin of pregnant patients wh 
are anemic.” 
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ADVANCE 
IN ANEMIA THERAPY 


Talso, P. J: Anemia in Pregnancy, 
J. Ins. Med., 4:31-34 (Dec.-Jan.-Feb.) 


“The encouraging results obtained with 


. molybdenumized ferrous sulfate in the 


microcytic hypochromic group indicate 
a better prognosis in these conditions in 
the future with a resultant improvement 


in maternal health generally.” 


Chesley, R. F., and Annitto, J. E.: 
Evaluation of Molybdenized Ferrous 
Sulfate in the Treatment of 
Hypochromic Anemia of Pregnancy, 
Bull. Margaret Hague Maternity 
Hospital, 1:68-75 (Sept.) 1948. 
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“,..molybdenized ferrous sulfate pro- 
duced a substantially more rapid thera- 
peutic response than ferrous sulfate, the 
difference in response being statistically 
significant. Addition to ferrous sulfate of 
either liver-stomach extract or folic acid 
did not potentiate the action of the iron 


salt. 


“None of the patients treated with mo- 
lybdenized ferrous sulfate complained of 
more than mild digestive symptoms re- 
lated to the medication. However, 8 per 
cent of the patients originally seiected 
for treatment with ferrous sulfate had to 
be withdrawn from the study because of 


consequent digestive up-sets.”” 


-IfO [ tablets 


a specially processed, co-precipitated, stable complex of 
molybdenum oxide 3 mg. (1/20 gr.) and ferrous sulfate 195 
mg. (3 gr.). In bottles of 100 and 1000 Tablets. Also avail- 
able in a highly palatable Liquid, in bottles of 12 fluid-ounces. 


WHITE LABORATORIES, Inc., Pharmaceutical Manufacturers, Newark 7,N. J. 
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WHEN OBESITY IS A PROBLEM 


Clinicians have long noted 
that the forward bulk of the 
heavy abdomen with its fat- 
laden wall moves the center 
of gravity forward. As the 
patient tries to balance the 
load, the lumbar and cervical 
curves of the spine are in- 
creased, the head is carried 
forward and the shoulders 
become rounded. Often there 
is associated visceroptosis. 
Camp Supports have a long 
history among clinicians for 
their efficacy in supporting 
the pendulous abdomen. The 
highly specialized designsand 
the unique Camp system of 
controlled adjustment help 
steady the pelvis and hold the 
viscera upward and backward. 
There is no constriction of 
the abdomen, and effective 
support is given to the spine. 
Physicians may rely on 
the Camp-trained fitter for 
precise execution of all in- 
structions. 

If you do not have a copy of 
the Camp ‘‘Reference Book 
for Physicians and Surgeons’’, 
it will be sent on request. 


S. H. CAMP and COMPANY 
JACKSON, MICHIGAN 


World’s Largest Manufacturers 
of Scientific Supports 

Offices in New York ¢ Chicago THIS EMBLEM is displayed only by reliable seetipteaesat, 
. tario London, England in your community. Camp Scientific Supports are never 
Wiadeor, On sold by door-to-door canvassers. Prices ore based 
intrinsic value. Regular technical and ethical training of 
Camp fitters insures precise and conscientious 
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ITAMIN 


“Vitamin B, per unit of weight, is the most effective 


RUBRAMIN 


SQUIBB vitamin Biz concentraté 


now in plentiful supply 


> essentially painless, protein-free aqueous solution 


> approximately the same cost as Liver Extract 


1 cc. ampuls, each ampul containing 15 micrograms of 
vitamin B.:. Boxes of 5. 


Dosage for 15 microgram RUBRAMIN is the same as that for 
15 unit Liver Extract. 


*RUBRAMIN®’ IS A TRADEMARK OF E. R. SQUIBB & SONS 


SQUIBB MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 
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description 


A smooth, uniform, antipruritic ointment, composed 
of cooling, soothing Calamine, 8%, analgesic 
Benzocaine, 3%, and antiseptic Hexylated 
Metacresol, 0.05%, in a fragrant, water-washable, 
greaseless base. Supplied in 1%4-0z. 
and 4-0z. tubes. 


indications 


Symptomatic relief of sunburn, itching dermatitis 
due to poison ivy, poison oak, or other allergens, 
diaper rash, pruritus, hives, insect bites and 


a ct | 0 fl other minor skin irritations. 


Caligesic ointment is analgesic, astringent, 
and protective, cooling and soothing. 
Promptly suppresses itching, helps control 
vesiculation and exfoliation. 


Sharp & Dohme, Philadeiphia1,Pa. SHARP 
DOHME 


caligesic 
® 


Analgesic Calamine Ointment (Greaseless) 
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e Irritable heart 
- « « Hypertension (early) 


For symptoms 


- Nervous Dyspepsia 


- « « In the tense, worried patient 
with nervous fatigue 


In these familiar clinical conditions, 

in which a major part of the symptoms 
and complaints are conceded to be due 
to a hyperactive and imbalanced 
autonomic nervous system—Solfoton is 
especially useful. Solfoton not only 
provides continuous mild sedation 
without depression, but also depresses the 
activity of the autonomic nervous 
system. Dosage: One Solfoton tablet, 


three times a day, for at least two weeks. 
Each Solfoton tablet contains: 


phenobarbital, % grain WILLIAM P. POYTHRESS & CO., RICHMOND, VA. 


colloiaal sulfur, grain 


continuous mild sedation without depression 
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You have one outstanding drug 
for the treatment 


of depression 


In the depressed patient, 
‘Dexedrine’ Sulfate can be depended upon 
to dispel the characteristic “chronic fatigue”: 
to induce a feeling of energy and well-being; 
and to restore optimism, mental alertness 
and capacity for work. 

Dexedrine’s anti-depressant effect is notable 
for its freedom from distracting elation, 
irritability and inward nervous tension. 

Its uniquely “smooth” action spares the patient 
the uncomfortable feeling of “drug stimulation”. 


Dexedrine Sulfate testes ¢ 


The anti-depressant of choice 


Smith, Kline & French Laboratories Philadelphia 


*“Dexedrine’ T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, $.K.F. 
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F NITROFURAZONE) 
OLE 
Base. 
SENSED ONLY By ON THE nese 


ST ANO Uses TO 


mixed 
infections 


Duer 500 cases of impetigo treated with Furacin have now been reported in the 
literature. Several investigators report good results in over 90% of their cases, often within 
an average of seven days. Of 30 cases of ecthyma reported, good results were 
obtained in 24 within the average time of eight to ten days. Sensitization averaged 
under 5 per cent. Furacin® brand of nitrofurazone is available as 
Furacin Soluble Dressing (N.N.R.) and Furacin Solution 
(N.N.R.) containing Furacin 0.2%. These preparations are 
indicated for topical application in the prophylaxis or treatment 
of infections of wounds, second and third degree burns, cutaneous 
ulcers, pyodermas and skin grafts. Literature on request. 
EATON LABORATORIES, INC., NORWICH, WN. Y. 
Dillane, W. B. et al.: Treat. Serv. Bull. 2:47, 1947 * Downing, J. G. et al.: 
J. A. M. A. 133 :299, 1947 * Downing, J. G.: Am. Pract. 2 3357, 1948 
Downing, J. G. et al.: New England J. Med. 239 :62, 1948 ¢ Eichenlaub, 
F. J. et al.: M. Ann. District of Columbia 17 :452, 1948 * Johnson, H. M.: 


Arch. Dermat. & Syph. 57:348, 1948 © Miller, J. et al.: New York State 
J. Med. 47 :2316, 1947 * Robinson, H. M. et al.: South. M. J. 40:409, 1947. 
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CHOBILE provides a physio- 
logic basis for treatment of 
constipation of biliary origin 
— often a vicious cycle in 
persons past 40. 

Since the concept of biliary 
constipation is based on the 
principle of reduced bile flow 
and colon water balance,! 
CHOBILE helps meet the 
problem of breaking the vi- 
cious cycle by supplying a 
true choleretic plus a hydro- 
choleretic. Thus a duality of 
action is produced: (1) a bili- 
ary flush is promoted and 
(2) dehydration of the stool 
is prevented by maintaining 
colon water balance. 


CHOBILE 


Each CHOBILE tabule con- 
tains 1% grs. of Ketocholanic 
Acids plus 1% grs. of Cholic 
Acid conjugated as Sodium 
Glycocholate and Sodium 
Taurocholate. 

1Gauss, H.J.: J. Dig. Dis. 10: 141- 
143, 1943. 
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BEHIND THE PEDIATRICIAN 


Keeping little ones well is the job of the pediatrician. 
Nutrition, infection, injuries, and abnormalities in behavior 
are his everyday problems. This day-in, day-out preoccupation 
with the health of children gives the pediatrician a 
profound, practical knowledge of his field and a keen 
perception of the human equation. 

Pharmaceutical and biological products are playing an 
increasingly important role in the practice of pediatrics. 
Several diseases of childhood are preventable with 
routine immunization procedures. Palatable vitamin 
preparations assure infants and young children of 
prophylaxis and cure of vitamin deficiency syndromes. 
Sulfonamides, penicillin, and streptomycin have sharply 
reduced the toll of many infectious diseases. Lilly research 
scientists are concerned daily with the yet unsolved problems 
facing the pediatrician. Sharper tools for the physician’s 
competent hands are certain to result. 
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ILETIN j : 
Zinc & i 


ILETIN 

and, 


Good News for Your Diabetic Patients 


The adequately treated diabetic patient has actual proof from 
laboratory reports to show that his condition has responded to treatment. 
If the patient is in coma, then proper treatment will save his life. If he 
is a chronic invalid because his diabetes has been neglected, then 
correct management will not only prevent death from coma but may 
restore the patient to good health. Few therapeutic procedures can be 
used by the physician with such precision and with such assurance of 
benefit as the modern treatment of diabetes. 

For prompt effect— 
; Iletin (Insulin, Lilly), 40 and 80 units 
per cc. 
For sustained effect— 
Protamine, Zinc & Iletin (Insulin, Lilly), 
40 and 80 units per cc. 

Intermediate effects may be obtained by suitable admixtures of 

Insulin and Protamine Zinc Insulin. 


Gitty 


ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A. 
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Prompt and effective relief from distressing 
symptoms of urinary tract infection such as 
urinary frequency, and pain and burning on 
urination, can ke achieved in a high per- 
centage of patients through the action cf 
orally administered Pyridium. 

With this safe, easily administered urinary 
analgesic, physicians can provide their pa- 
tients with almost immediate relief from 


PYRIDIUM’ 


(Brand of Phenyl 
MERCK & CO., Inc. 
Man 


In Canada: MERCK & CO. Limited Montreal, Que. 


at 


pyridine HCl) 
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RAHWAY, N. J. 
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MEANTIME ENJOYS 
Relief 
| 
from distressing 
SYMPTOMS 


symptoms during the time that specific ther- 
apeutic measures are directed toward cor- 
recting the pathologic condition. 

Pyridium is virtually nontoxic in thera- 
peutic dosage and can be administered con- 
comitantly with streptomycin, penicillin, the 
sulfonamides, or other specific therapy. 

The complete story of Pyridium and its 
clinical uses is available on request. 


Pyridium is the trade-mark of 

the Pyridium Corporation for 

its Brand of Phenylazo- 

diamino-pyridine HCI. Merck 

& Co., Inc., sole distributors 
in the United States. 


Patient under Treatment 
for Uri Tract Infecti 
or Urinary Tract Infection 
> 
| 
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PELVICINS sizaptity the 


problem of introducing high con- 


centrations of penicillin directly at 


the site of vaginal infection, achiev- 
ing optimal efficacy of the drug in 
cervicitis and other gynecologic 
conditions.’ Fr ELVI CLN. 
provide 100,000 units of crystalline penicillin G (potassium salt) 
in each suppository. Even where ‘primary pathogens are not 
penicillin-sensitive, P ELVI CLN. S are of proved value 
in the elimination of susceptible secondary invaders, there- 


by enhancing the effectiveness of such additional medical or 


surgical measures as may be indicated. f ELVI CLN. 3S 


are supplied in boxes of 6 and 12, in- Tr 


rotecteve 


dividually wrapped in aluminum foil. 
1, Walter, R. I.; Goldberger, M. A.; and Lapid, L. S.: ; 
New York State J. Med. 48: 1159 (May 15) 1948. [2 a) 43 

dditional 


wax coating on the package itself. 
350 FIFTH AVENUE, NEW YORK 1, N.Y. 


© Schenley Laboratories, Inc. 
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Medicine 


wears seven-league boots 


Contemporary Medicine moves 


forward with tremendous strides. ..... . 


At the turn of the century, only 41 of every 100 infants born 
could hope for a 65th birthday. 


By 1940, the chances had risen to 63 in 100. 


Today, close to 70 per cent of newborn children may expect to 
reach retirement age. 


Contemporary Medicine is a story of progress 
achieved through cooperative effort . . . 

a story of enlightened teamwork on the 

part of the clinician, the research 

worker, and Pharmacy, as exemplified 

in the modern pharmaceutical laboratory. 


At Bristol Laboratories, we recognize the privilege 
of sharing in this cooperative effort. Success in 
discharging this trust is measured by the increasing 
thousands of physicians who specify Bristol. 


Bristol 


LABORATORIES INC. 
SYRACUSE, NEW YORK 
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for the correction of 
habitual and “atonic” constipation 


Cholmodin 


(Brand) 


Tablets are specific—and specifically bland. These desirably 
paired qualities reflect the special combination in Cholmodin of 
deoxycholic (bile) acid with a small amount of extract of aloe. 


The deoxycholic acid stimulates peristalsis of the small intes- 
tine. In addition its high surface activity facilitates wide dis- 
tribution in the colon of the specific stimulant, emodin—derived 
from hydrolysis of aloe. This reduces the aloe dosage needed 
and ensures bland corrective action, usually resulting in a soft 
and formed stool without dehydration. 


Cholmodin (Brand) Tablets are notably free of griping effect. 
They do not contain belladonna or carminatives. The product is 
generally indicated for all types of patients with uncomplicated 
chronic constipation. 


Cholmodin Each tablet contains 14 gr. (0.1 Gm.) 
deoxycholic acid and 3? gr. (0.05 Gm.) extract of aloe. 
Bottles of 50 and 500 tablets. 


CHOLMODIN, Trademark Reg. U. S. Pat. Off. 


“AMES COMPANY, INC. 


7 ELKHART, INDIANA 
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WITHOUT ALIDASE 
Swelling ... Pain... Slow Absorption 


The procedure of administering fluids or drugs by 
hypodermoclysis frequently has been handicapped 
by slowness of absorption, distention and trauma 
to tissue and pain at the site of injection. Now these 
difficulties can be overcome by the concomitant 
use of a product of Searle Research . .. ALIDASE. 


Alidase offers a highly purified, well-tolerated 
form of hyaluronidase—the specific enzyme which 


reduces intercellular resistance by hydrolyzing the. 33 


tissue “cement” (hyaluronic acid).! 


RAPID ABSORPTION—Research has shown?’ 
that the simultaneous use of the enzyme increases 
the rate of fluid absorption “‘twe/vefold.” P 


SAFETY — "There is little effect on the blood pres- 
sure and on the respiration in five hundred times 
the therapeutic dose. The changes in the viscera 
at this dosage level are not significant.’’3 


TOLERANCE, COMFORT— With Alidase pain and 
swelling of hy podermoclyses were greatly reduced. 4 


The recommended dose is 250 viscosity units for a 
hypodermoclysis of 500 to 1,000 cc. Lesser amounts 


WITH ALIDASE 
Comfort ... Safety ... Rapid Absorption 


may be used for administration of drugs subcutaneously 
or smaller hypodermoclyses. 


It may be: (a) injected through the wall of the rub- 
ber tube near the needle, (b) at the site of injection 
prior to hypodermoclysis or (c) dissolved directly in 
the solution (when the amount of fluid to be injected 
is small). Alidase is supplied in ampuls of 250 viscosity 
units. 


1. Meyer, K.: Physiol. Rev. 27:335 (July) 1947. 
2. Sannella, L. S.: Yale J. Biol. & Med. 12:433 (March) 1940. 


3. Seifter, J., and Christian, J. J.: Presented at the New York Acad- 
emy of Science in the Section of Biology, (Dec. 4) 1948. 


4. Schwartzman, J.; Henderson, A. T., and King, W. E.: J. Pediat. 
33:267 (Sept.) 1948. 


Alidase 


SEARLE 


RESEARCH IN THE SERVICE OF MEDICINE 
*Trademark of G. D. Searle & Co., Chicago 80, Illinois 
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greater absorption 


That vitamin A in aqueous solution is more readily and more fully absorbed and 
utilized than vitamin A in oily solutions (such as percomorph liver oils) is now 
amply confirmed.* 


Substantially higher blood and liver levels are obtained with aqueous solutions of 
vitamin A, while loss through fecal excretion is only 1/5th that of vitamin A given 
in oil solution. 


100% natural vitamins D and A 
in aqueous solution ... 
the original aqueous 

multi-vitamin solution 
marketed since 1943. 


‘itamin drops 


Vitamin A 5,000 U.S.P. Units 
Vitamin D 1,000 U.S.P. Units 
Each 0.6 ce. Ascorbic Acid 50 mg. 
as marked on dropper |_Thiamine 1 mg. 
supplies: | Niacinamide 5 mg. 
Riboflavin 0.4 mg. 
Pyridoxine 0.1 mg. 
Pantothenic Acid 2mg. 


In aqueous solution . .. contains no alcohol 
Perfect miscibility with infant's formula, 
milk, etc.; no fish taste or odor. 


*Send for sample and literature 


u. Ss. vitamin corporation 


casimir funk laboratories, inc. (affiliate) 
250 E. 48rd St., New York 17, N.Y. 
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is again available in ample supply 


All government restrictions on the use of quinine in 
general practice have been removed. 


The clinical effectiveness of quinine, coupled with its almost 
complete absence of toxicity, strongly recommend it in the 
treatment of malaria. 


You may again also prescribe quinine whenever its use is indicated, as in: 
minor surgery influenza 
hesnorrhoids myotonia 
obstetrics anemia (with iron) 
varicose veins hydrocele 
trachoma 
You may also prescribe quinidine whenever its use is indicated, as in: 


auricular fibrillation ventricular trachycardia 


Cinchona Products \nstitute, \nc., 10 Rockefeller Plaza, N.Y. 20 


Quinine... the NATURAL Remedy for Malaria 


Publications and abstracts on the uses of cinchona alkaloids are available on 
request. Please state your special interests in requesting information. Publi- 
cations of the Cinchona Products Institute, Inc. of general interest include: 


The Technique of Blood Examination in Malaria (with § colored illustra- 
tions of malaria plasmodia) 


Quinine Formulary (revised edition) Quinine and Quinidine in General Practice 
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AN IMPORTANT NEW 
in the Therapy of Arthritic A 


The “cure of [rheumatic fever]”, agree most 
authoritative sources,”*** “depends not only on 
reaching, but also on maintaining a high plasma 
salicylate level.”* The correlation between 
such blood levels and symptomatic improvement 
is graphically shown in the table at the right.® 

Pabalate—latest product of Robins’ research 
—now helps to achieve and maintain higher 
salicylate blood levels on lower salicylate dosage. 

This is made possible by the combination in 
Pabalate of non-toxic para-aminobenzoic acid 
with sodium salicylate. As visualized in the chart 
at the lower right,* para-aminobenzoic acid 
(itself an active antirheumatic)’ manifests a 
reciprocal action with salicylates when 
administered concurrently—sharply increasing 
the blood salicylate levels (under constant 
salicylate dosage) ,"* and in turn having its 
own blood levels effectively enhanced.* 

The clinical significance of this synergistic 
relationship represents an important advantage 
in the therapy of arthritic affections. Pabalate 
‘Robins’—a strictly ethical preparation— 
is available at (or may be secured by) 
all leading pharmacies. 


A. H. ROBINS COoO., INC., RICHMOND 20, VA. 
Ethical Pharmaceuticals of Merit since 1878 


indications: Rheumatoid arthritis; acute rheumatic fever ; 
fibrositis ; gout ; osteo-arthritis. 


dosage: Two or three enteric coated tablets 
every three or four hours, without sodium bicarbonate. 


formula: Each enteric coated tablet contains: 
Sodium salicylate, U.S.P. (5 gr.), 0.3 Gm.; . 
Para-aminobenzoic acid (as sodium salt), (5 gr.), 0.3 Gm. 


supplied: In bottles of 100 and 500 enteric coated tablets. 


For high salicylate blood levels 
on low salicylate dosege— 


Pabalate tablets are enteric coated 
to prevent irritation and 
insure optimal toleration. 
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Diatrin 
Hydrochloride ‘warner’ 
The Outstanding 


Antihistaminic 


DIATRIN* hydrochloride ‘Warner’ 
provides prompt and effective 
relief of allergic symptoms 
with minimum by-effects. 


Unpleasant side-reactions such as 
drowsiness, lethargy, nausea, 
vomiting and dizziness are rarely 
encountered in the clinical use of 
DIATRIN* hydrochloride. 


In toxicity studies, DIATRIN* 
hydrochloride has been found to be 
approximately one-half to three 
times less toxic than other 
antihistaminic substances tested. 


William R. Warner & Co., Inc. 


NEW YORK « ST. LOUIS 


DIATRIN* hydrochloride 
sugar-coated tablets, 
50 mg each, are 
available in bottles 
of 100 and 1000. 


*T. M. Reg. U. S. Pat. Off. 


Atopic 
multiforme 
Pruritus 
CC CLIVITIS 

bat 
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the one hand. a hyperactive cough is distressing dee 
bilitating and menacing. Violent bursts of coughing. especially 
athe aldest and youngest patie ane: burdensome obstacle in the 
of recovery and may threaten serious complications, 
@ 
promptly and effectively controls 
cough spasm and averts its dangers. 
protective necessity, for it permits expulsion of mucus, irritants | 
pathogens from the bronchial tree. Therefore. this reflex 
should not suddenly be nareotized into non-existence, 
non-narcotic. It decreases cough frequeney. and strain a 
liquefies thick mucus without eradicating the beneficial co 
DIATUSSIN concentrated extract. 2 to 7 drops dependir £2 
age. two or three times in 6 dropper bottles, 
DEAT USSIN Syrup: each teaspoonful contain; 2 drop-of com 
«ERNST BISCHOFF COMPANY, INC -IVORYTON, CONN, 
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what Pragmatar’s special base 
means to you 


PRAGMATAR’s superior oil-in-water _ 

emulsion base helps make it the outstanding 
tar-sulfur-salicylic acid ointment. 

Because of this special base, PRAGMATAR 
mixes readily with the skin’s oily mantle 

and with serous exudate. The therapeutically 
active agents come into intimate and 
prolonged contact with the lesion. PRAGMATAR, 
furthermore, is non-gummy and non-staining; 


easy to apply and easy to remove. 


Smith, Kline & French Laboratories, 
Philadelphia 


Formuta: cetyl alcohol-coal tar 
distillate, 4%; near-colloidal 
sulfur, 3%; salicylic acid, 3%. 
Available in 1% oz. jars. 


Pragmatar 


highly effective in an unusually 


wide range of common skin disorders 


% 
ag 
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if she is one 


of your patients. ee The farm housewife whose work is truly never done 


may find that the distressing symptoms of the climacteric 
make the smallest chore an arduous project. She depends 
on your help to resume normal efficiency in the perform- 
ance of her daily tasks as well as to maintain a positive outlook 
during this trying period. 
“Premarin” offers a solution. Many thousand physicians prescribe 
this naturally-occurring, oral estrogen because... 
1. Prompt symptomatic improvement usually follows therapy. 
2. Untoward side-effects are seldom noted. 
3. The sense of well-being so frequently imparted tenc's to quickly restore 
the patient's confidence and normal efficiency. 
4. This “Plus” (the sense of well-being enjoyed by the patient) is conducive to 
a highly satisfactory patient-doctor relationship. 
5. Four potencies permit flexibility of dosage: 2.5 mg., 1.25 mg., 0.625 mg., and 
0.3 mg. tablets; also in liquid form, 0.625 mg. in each 4 cc. (1 teaspoonful). 


While sodium estrone sulfate is the principal estrogen ‘SETI . 
in ‘*Premarin,"* other equine estrogens...estradiol, 

equilin, equilenin, hippulin...are probably also pres- 
ent in varying amounts as water-soluble conjugates. ® a 


ESTROGENIC SUBSTANCES (WATER-SOLUBLE) 
also known as CONJUGATED ESTROGENS (equine) 


Ayerst, McKenna & Harrison Limited 22 East 40th Street, New York 16, New York 
4917 
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Torso of statue, ca. 4th Cenc. B.c. found in 
Rome. Courtesy Metropolitan Museum of Art. 


The effectiveness of the simple 
Lorophyn Suppository technic 
has recently been demonstrated 
by extensive clinical studies: 
J.A.M.A. 139:16 (Jan. 1) 1949. 
A reprint will be sent upon re- 
quest. 


Inc 


NORWICH NEW YORK 


*Dickinson, R. L., Techniques of Conception Con- 
col, Williams & Wilkins Co., Baltimore, 1942. 


Imperfections of the suppository technic of 
conception control in the past have sometimes 
included poor keeping qualities in hot weather, 
slow liquefaction in situ and unreliable barrier 
action*. 

Lorophyn Suppositories were designed to 
overcome these objections. 

They are hermetically sealed in foil; there is no 
leakage in hot weather. They liquefy at 
vaginal temperature within fifteen minutes, 
liberating the powerful spermicide, phenyl- 
mercuric acetate. They are self-emulsifying in 
vaginal fluids to form a tenacious and persistent 
spermicidal barrier. 


LOROPHYN SUPPOSITORIES 


A method of conception control that pa- 
tients will use faithfully. 
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consider 
the advantages of 


PRANONE 


(ANHYDROBY DROXY-PROCESTERONE U.S.P. XIII) 
in dysmenorrhea 


PRANONE* is clinically effective, affording relief in the majority of cases of 
dysmenorrhea. 

“Anhydro-hydr sal epelen was administered orally to a series 
28 patients Seventy-one per cent of the patients 


PRANONE th a is physiologic, aiming at ion of the responsible hor- 
mon im| 

“This compound. - has been shown to have Progestomimetic activity when admin- 
istered orally jn immature rabbits, and to produce in human beings a progestinal 
effect on the estrogen-primed endometrium.”? 


PRANONE therapy is simple and convenient for both patient and physician. 
“The oral method saved the time of both the patient and the doctor. Numerous 

trips to the ver - were unnecessary when tablets of pregneninolone [ Pranone]} 

were given . . the cost of six to ten days’ treatment was much less.” 

Praxont 10 to 25 Kher done my to ten preceding the expected date 


be required. 


pete Pranone, Anhydroh US.P. XIII, is available in tablets 
BIBLIOGRAPHY: 1. Soule, S. D.: J. Clin. Endocrinol. 1567, 1941. 2. Greenblatt, R. B.; McCall, E., 
and Torpin, R.: Am. J. Obst. & Gynec. 42:50, 1941. 3. Harding, F. E.: Am. J. Obst. & Gynec. 50:56. 1945. 


cheting conronarion - BLOOMFIELD, NEW JERSEY 
IN CANADA, SCHERING CORPORATION LTD., MONTREAL 
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When the rising 
blood pressure begins 
to cause symptoms, 
it is time to begin 
Rutol therapy. 


10 mg. (1 6 gr.) 
“The general capillary fragility was almost universally a dy 


in i J. Ophthalmology, 31: 
reduced by the ingestion of rutin in 51 patients Ay mpeey 


2. MANNITOL HEXANITRATE’ 16 mg. (1 4 gr.) 2. Lockwood, B. C.: J. 
‘ Mich. St. M. Soc., 46: 
“Mannitol hexanitrate . . . will usually keep a blood pres- 550-54 (May) 1947. 

sure down within safe limits.””? 3. Herrmann, G. R.: 
Synopsis of Diseases of 


3. PHENOBARBITAL 8 mg. (1/8 gr.) 


. . . protect patients from the stimuli to which they 
respond by rises in blood pressure.” 


Rutol is supplied in bottles of 100, 500 and 1000 tablets. 


ee 


Hous Moone COMPANY 


PHARMACEUTICAL AND BIOLOGICAL CHEMISTS 
DIVISION OF ALLIED LABORATORIES INC., INDIANAPOLIS 6, INDIANA 
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Each tablet contains: 


_ Analgesic 
4 salivary 


Chewing Aspergum promptly releases a soothing, 
constant flow of “‘salivary analgesia’’—laving mucosal sur- 
faces and reaching crypts often inaccessible to gargles or 
irrigations. Moreover, by encouraging gentle chewing and 
swallowing, Aspergum helps relieve local muscular stiff- 
ness and soreness. 

Aspergum simplifies post-tonsillectomy care—shortens 
convalescence. 

Children welcome this form of medication—they like the 
flavor and chewing gum form of Aspergum. Each tablet 
of Dillard’s Aspergum contains 3% grains of aspirin. 
White Laboratories, Inc., Pharmaceutical Manufacturers, 
Newark 7, N. J. 
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ULCERS 


Second and third degree burns 
involving 25% of body surface. 


Pressure gauze dressings of White's Vitamin 
A&D Ointment was the only treatment; 
skin-grafting was unnecessary. 


White's Vitamin A&D Ointment induces rapid, 
healthy epithelialization and gratifying relief from 
discomfort in such conditions as: burns, slow 
healing wounds, indolent ulcers, avulsive injuries, 
various post-operative wounds, fissured nipples, 
and a variety of dermatologic conditions. White 
Laboratories, Inc., Pharmaceutical Manufacturers, 
Newark 7, N. J. 


— . 
Supplied in 1.5 oz. tubes, 8 oz. and 16 oz. jars and 5 Ib. containers. 
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A schematic illustration of the probable action of antihistaminic drugs such as Neohetramine 
whereby they cover the cells of the shock tissue with a protective film and block histamine action. 
From the new motion picture film ‘‘Allergy” produced by WYETH INCORPORATED. 


To bring new safety to the 
treatment of hay fever... 


Neohetramine is less toxic than other available antihistaminics; its 


lower toxicity is quantitatively more pronounced than its lower 


effectiveness. 

And Neohetramine may be useful in patients in whom the other 
drugs produce marked sedation or other undesirable side-actions. 
So prescribe Neohetramine to bring new safety to the treatment 
of hay fever and other allergic conditions. 

Supplied—Tablets 25 mg., 50 mg., and 100 mg. Syrup 6.25 mg. 
per cc. 16-oz. bottles. 


Prescribe 
2 bad ® 
Wyeth Neohetramine 
® HYDROCHLORIDE 


Brand of Thonzylamine Hydrochloride 
Neoh is th 
It's Safe —It's Effective 


Inc., for its brand of Thonzylamine. N, N-dimethyl-N’-p-methoxybenzyl-N’-(2-Pyrimidy!) ethylenediamine 
monohydrochloride, made by Nepera Chemicai Company, Inc 
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Urinary pH 
Ne Problem 
| with 


Crinary Antiseptic of Choice 


MANDELAMINE* therapy is simple; it requires no com- 
plicated regimen involving adjuvant acidifying or 
alkalinizing agents to enhance efficacy or reduce 
toxicity. 


Carroll and Allen,} reporting the results of a clinical 
study comprising 200 cases, write: 


“The administration of Mandelamine maintained 
an acid urine without dietary restriction or 
other drug therapy, excepting in those cases in 
which urea-splitting organisms were present.” 


MANDELAMINE’S effectiveness in both acute and chronic 
cases of urinary infection and its remarkable freedom 
from toxic reactions further commend it as the urinary 
antiseptic of choice. 


supp.ieo: Enteric-coated tablets of 0.25 Gm. (3% gr.) 
each, bottles of 120, 500, and 1,000. 


1. Carroll, G., and Allen, N. H.: J. Urol. 55: 674 (1946). 


*MANDELAMINE is the registered trade- 
mark of Nepera Chemical Co., Inc., for its 
brand of Hexydaline (methenamine man- 
delate). 


NEPERA CHEMICAL CO., INC. 
Chemtsts 


NEPERA PARK YONKERS 2, N.Y. 
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q FEATURES 
Wo @astri upset 
2 No dietary or fluid regulation 
3 No supplementary acidification 
(except when urea-splitting or- 
ganisms occur) 
4 Wide antibacterial range 
By 3% No danger of drug-fastness : 
@ Simplicity of regimen—3 or 4 
tablets, t.i.d. 
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MERCUROCHROME 


(H. W. & D. Brand of merbromin, dibrom-oxy 


Extensive use of the Surgical 
Solution of Mercurochrome has demon- 
strated its value in preoperative skin 
disinfection. Among the many advan- 
tages of this solution are: 

Solvents which permit the anti- 
septic to reach bacteria protected by 
fatty secretions or epithelial debris. 

Clear definition of treated areas. 
Rapid drying. 

Ease and economy of preparing 
stock solutions. 

Solutions keep indefinitely. 

The Surgical Solution may be 
prepared in the hospital or purchased 
ready to use. 

Mercurochrome is also supplied 
in Aqueous Solution, Powder 
and Tablets. 


HYNSON, WESTCOTT & DUNNING, INC. 
Baltimore 1, Maryland 
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TYPE 562 
GREEN SENSITIVE 
SAFETY M 


DU PONT ANNOUNCES 


NEW GREEN-SENSITIVE ‘‘FLUORO-FILM’”’ 
for mass chest surveys 


“FLUORO-FILM,” a product of Du Pont research, is des- 
tined to play an important role in the program of 
tuberculosis control.‘“‘FLUORO-FILM” produces sharp 
images of the chest photographed direct from the 
fluorescent screen. The optimum speed and contrast of 
““FLUORO-FILM” provides radiographs of highest 


diagnostic quality. 


TYPE 562 GREEN-SENSITIVE 


This new film has been developed es- 
pecially for use with green-fluorescing 
screens such as the improved Du Pont 
“Patterson” B-2 Fluoroscopic 
Screen and the “Patterson” Type E-2 
screens. “Fluoro-Film” is spooled in 
100-foot lengths with leader and trailer. 
Pont (Inc. )» 
Products nt, 
ton 98, Del. 


In Canada: Canadian Industries, Lid. 


X-RAY FILM + CHEMICALS 
“PATTERSON” SCREENS 


= 


ort 
BETTER THINGS FOR BETTER LIVING . . . THROUGH CHEMISTRY 
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Organon Inc. 


0.01 


The most active 
oral estrogen now available 


in minute doses 
giving best clinical results 


You can assure most of your menopausal 
patients of rapid relief from distressing symp- 
toms with only one or two of the new 0.01-mg. 
Lynoral tablets per day; moreover, these pa- 
tients will have virtual freedom from the unto- 
ward reactions caused by larger doses of estro- 
gens. You will also notice that your patients 
usually enjoy an extra feeling of fitness—a "lift" 
—over and above the prompt relief from the 
usual menopausal complaints—and at a con- 
siderably lower cost. 


Organon Inc., Orange, N. J. 


‘ORGANON 


(Brend of ETHINYL ESTRADIOL) 


ORGANON tne. 
Orange, New sersey 


The new low-dosage Lynoral tablets, 
each containing 0.01 mg. of ethinyl 
estradiol—a derivative of the natu- 
ral follicular hormone, are available 
for your prescriptions at all phar- 
macies in bottles of 100 and 1000 
tablets. 
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GALLBLADDER MANAGEMENT 


NUBILIC 


A Less Viscous Bile 


Nubilic presents dehydrocholic acid, the 
efficient hydrocholoretic agent which thins 
the liver bile and flushes the biliary passages. 


A Relaxed Sphincter of Oddi 


To further encourage free drainage, Nubilic 
contains belladonna, which relaxes the 
sphincter of Oddi. This action is further 
enhanced by the central sedation of 
phenobarbital. 


Each NUBILIC Tablet contains: 


Dehydrocholic acid........ 0.25 Gm. (334 gr.) 
Phenobarbital 8 mg. (\% gr.) 
Belladonna 8 mg. (% gr.) 


Supplied in bottles of 25, 50 and 100. 


NUMOTIZINE, Inc. 


900 N. Franklin Street, Chicago 10, Illinois 
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THROUGHOUT PREGNANCY 
AND 


VITAMIN-MINERAL BALANCE 


PRECALCIN supplies all of the essential vitamins 
in association with readily assimilable calcium, 
phosphorus, and iron in an easy-to-swallow, colorful 
gelatin capsule (dry powder “‘fill’’). 


Although they supply ample amounts of Vitamins A 
and D, PRECALCIN* Capsules are entirely free of fishy 
taste or odor. They are acceptable even to the most 
fastidious patient. 


PRECALCIN is offered for use under the guidance of the 
physician only. It is never advertised to consumers. 


PRECALCIN is supplied in bottles of 100 capsules and is available to patients through 
all prescription pharmacies. 


Samples and literature to physicians on request. *Exclusive trademark of Walker Vitamin Products, Inc. 


Yalhor VITAMIN PRODUCTS, INC., MOUNT VERNON, N.Y. 
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Intensive investigation during the past decade in rheumatism clinics through- 
out the country has shown conclusively that eight out of ten chronic arthritics 


adequately treated with Ertron® respond favorably. The local effect — di- 
minished swelling and pain, increased mobility and joint function—is paral- 
leled by a no less striking systemic effect, characterized by a sense of physical 
and mental well-being. Tolerance to Ertron is high. Severe reactions requiring 
cessation of therapy are rare (incidence 1.4%); minor side effects (incidence 
8%) respond to temporary interruption of therapy or reduction of dosage 
and usually do’ not recur when treatment is resumed or dosage increased. 


arthrokinetic mn of E RTR ON 


“. .. the function of small joints, particularly of the metacarpo- 


phalangeal and phalangeal joints, was evidenced by decrease 
in swelling and pain, allowing complete functional closure of 


eftect of ERTRON 


“...an improved sense of well-being, increased appetite, a more 


normal mental state, more restful sleep, less pain and, in almost 
every case the patient becomes very much more optimistic.”2 


tolerance to E # TR Oo N 


The use of Ertron in rheumatoid arthritis “has been characterized 
by almost complete absence of toxic effects, despite serum cal- 
cium concentrations sustained at high concentrations . . ."3 


BIBLIOGRAPHY (1) Magnuson, P. B.; McElvenney, R. T., and Logan, E. E.: J. 
Michigan M. Soc. 46:71, 1947. (2) Snyder, R. G.; Squires, W. H.; Forster, J. W., 
and Rudd, E.: Indust. Med. 12:663, 1943. (3) Cohen, A., and Reinhold, J. G.: 
Indust. Med. 17:442, 1948. 


LABORATORIES 
Division Nutrition Research Laboratories * Chicago, IIinois 
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eeebecause of a SPECIAL LIVER FRACTION 


Addition of the Special Liver Fraction, used 
as the base of Beta-Concemin, to supposedly 
adequate diets results in dramatic, clear-cut 
differences in weight, hemoglobin count and 
survival in laboratory animals. 

Chick studies demonstrate these significant 
differences between (a) controls on a basal 
diet including all known synthetic vitamins, 


and (b) animals on the same diet fortified 
with 1% Beta-Concemin Liver Fraction. 


AVERAGE RESULTS: 
Special Liver Fraction Controls 
290.0 G 
Hemoglobin 
Survival 


BETA-CONCEMIN® 


VITAMIN B COMPLEX 
NOW! HIGHER POTENCY, BETTER BALANCE, CHOLINE-FORTIFIED 


Now the clinically established B vitamins in the 
Beta-Concemin formula have been strengthened 
and rebalanced for increased effectiveness—while 
the addition of choline reflects newer work on the 
value of this factor in liver conditions. All at no 
increase in prescription cost. 


Elixir—4-oz., 12-oz., and gallons 
Tablets—bottles of 100 and 1000 
Capsules with Ferrous Sulfate—bottles of 100 and 1000 


For multiple defici THERA-CONCEMIN—The Jol- 
liffe Formula multivitamins in therapeutic po- 
tencies 

For Infants and Children—INFA-CONCEMIN—The good- 
tasting B complex and iron concentrate 


THE WM. S. MERRELL COMPANY « CINCINNATI, U.S. A. 
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NEW METHOD FOR RELIEF OF 
ALLERGIC NASAL CONGESTION 


benzamine hydrochloride 
throughout nasal Passages. 
Relief i is immediate—com 


stinging. Convenient to use carry. 
Non- refillable. Provides ‘several 
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WITH 


REDUCES THE NEED FOR INCISION 

\ 

\ 
In the management of carbuncle and 
a host of other local cutaneous infec- 
tions the early use of bacitracin greatly reduces the need 
for incision and drainage in a vast majority of patients. 
Injected directly into the lesion, bacitracin (500 U./cc. 
in sterile isotonic sodium chloride solution) exerts a 
profound antibiotic influence upon the invading pyogens. 


Bacitracin is particularly effective in the presence of 


penicillin-resistant staphylococci and streptococci, and 
SUPPLY 


solution hastens resolution, minimizes pain, and in most _ supplied in 20 cc. size 


cases averts the need for local surgery. rubber-stoppered vials 

containing 2,000 and 

Bacitracin, topically administered, isavaluable means _ 10,000 units, and in 50 

cc. rubber-stoppered 

vials containing 50,000 
Physicians are invited to send for descriptive literature. _units. 


CEC 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION, 17 EAST 42ND STREET, NEW YORK 17, NEW YorK 


in mixed infections. Topical administration of bacitracin 


of treating a wide variety of local infectious processes. 
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is pleased to 
announce that 
it has made 
available 


for use in the 


treatment of 


PSORIASIS 


SEVINON 


specially purified 
undecylenic acid for 


oral administration 


Attention has recently been drawn to “‘an interesting approach”! to the control of 
psoriasis and neurodermatitis, Perlman* has reported that following the oral use of 
undecylenic acid, psoriasis was relieved completely in 3 out of 17 patients, and was 
partially relieved in the remainder. “Relief of itching is sometimes noticed as early as 
two days after institution of treatment . . . undecylenic acid seems to hold a great 
deal of promise in the improvement and possible prevention of recurrences of psoria- 
sis and neurodermatitis.””* 


Sevinon® is available in gelatin capsules containing 0.44 Gm. undecylenic acid, 
highly purified for oral use. The dosage employed by Perlman? corresponds to 5 to 6 
capsules three times daily by mouth, continued in some cases for as long as six months. 


1. Undecylenic Acid and Psoriasis, editorial, J.A.M.A. 139:460, 1949. 
2. Perlman, H. H.: J.A.M.A. 139-444, 1949. 


*Sevinon trade-mark of Schering Corporation 


a y CORPORATION - BLOOMFIELD, NEW JERSEY 
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The FIRST 
providing 
im a SINGLE 
injection 


1. RAPID ESTROGENIC EFFECT 
2. PROLONGED DEPOT ACTION 


@ Dissolved estrogens for rapid action—plus a central implant for an 
effect lasting approximately a month. 

@ Parenteral therapy with estrogenic substances derived from natural 
sources at a cost no greater than that of oral medications. 

@ Permits gradual adjustment to postmenopausal estrogen levels... 
avoiding likelihood of withdrawal bleeding. 


@ Unique vehicle—dry syringe not required . . . syringes easily cleaned 
after use... microplatelets pass readily through a 26-gauge needle. 
SUPPLIED: estrucenone* 50,000 I.U. estrone (5 mg.) per cc.: 5-cc. multi- 
ple-dose vials. estrucenone 20,000 I.U. estrone (2 mg.) per cc.: 5-cc. vials; 

l-cc. ampuls, boxes of 25. 


ESTRUGENONE 


TRADEMARK 


(EsTROGENIC SUBSTANCES, WATER INSOLUBLE) 


50,000 I.U. estrone (5 mg.) per cc. 
with benzyl alcohol 2% 


‘FREEDOM FROM SUBJECTIVE SYMPTOMS FOR APPROXIMATELY A MONTH 


Established 1894 


Box 2038.......MILWAUKEE 1, WISCONSIN 
*Exclusive trademark of Kremers-Urban Co. 
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WHOLE vs. FRACTIONS 


For a time, the problem of vitamin B deficiency seemed to be clear and ele- 
mentary: deficiency of thiamin (Bi) was supposed to affect primarily the peripheral 
nerves, whether the clinical pictures were that of a neuropathy (neuritis), neuralgia, or 
herpes zoster. 


Niacin (nicotinic acid) deficiency appeared to be responsible for lesions within 
the brain and the long tracts of the cord. Such lesions were observed, for example, in 
pellagra, delirium tremens, and Korsakoff's syndrome. 


Pyridoxin (Bs) allegedly improved or cured Parkinson's disease and parkinsonism 
and seemed helpful in the treatment of erythredema polyneuritica and certain forms of 
pseudohypertrophic muscular dystrophy, though vitamin E (alpha-tocopherol) proved 
more efficacious in the treatment of other forms of this disease and in amyotrophic 
lateral sclerosis. 


Riboflavin (Bz), the original yellow respiratory enzyme of Warburg, seemed to be 
a necessary corollary to many of the above mentioned fractions." 

"Critical experience in medical practice, not tainted by wishful thinking or un- 
conscious suggestion, has failed to confirm these working hypotheses. Thiamin alone 
has been able to cure a neuropathy only in rare instances; niacin acts on the skin and 
vasomotor system rather than on the nervous system proper; pyridoxin has proved 
entirely useless in the treatment of the extrapyramidal diseases; and there is not yet 
sufficient evidence of the successful administration of vitamin E in cases of amyo- 
trophic lateral sclerosis. 


Those of us who have gained experience in treating deficiency diseases with yeast 
and wheat germ before the discovery and synthesis of the various members of the 
vitamin B complex have certainly been disappointed by the unsatisfactory results of 
the treatment of these diseases with single or combined synthetic fractions. Exami- 
nations in man under controlled conditions have revealed that many polyneuropathies 
cannot be cured with any combination of the available pure chemical products but 
only with yeast or wheat germ. One group of observers believed at one time that the 
reason for the limited effect of the pure vitamins was the administration of too small 
doses over too short a time and recommended the intake of larger amounts; but, as 
is well known, these are rapidly excreted in the urine. Another group wondered 
whether thiamin—and the other fractions of the B complex—had any, or at least any 
direct, curative effect on the nervous system.''* 


VITA-FOOD Green Label, widely used for pellagra, VITA-FOOD Red Label, in 
general practice, and AUTOLEX, enzyme autolyzed, whole brewers’ yeasts are de- 
pendable sources of the NEEDED WHOLE of vitamin B complex, with a record un- 
excelled in nutrition and medicine. 


*F.H. Lewey and H. Shay in Dietotherapy Edited by M. G. Wohl. W. B. Saunders Co. 1945. 


VITAMIN FOOD COMPANY, INC. 


Vitamin Research Laboratories, Inc. 
187 Sylvan Avenue Newark 4, N. J. 
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“and vasomotor 
stimulant 


for failing and Pasanol 


convalescent hearts 
(TILOEN) 


PASANOL (Tilden) provides prompt dependable _— 
Digitoxin 1/350 gr. 
Strophanthin .. . . 1/25 gr. 
and perhaps longer life to grateful cardiac patients. PASANOL is Strychnine Sulfate . 1/25 gr. 


liquid, convenient, dosage easily adjusted. Indicated in... Guanine. wae 


cardiotonic and vasomotor stimulation to help bring more comfort 


myocardial insufficiency, heart failure, heart musculature 
weakness following severe or chronic illness, etc. 


physicians should write for 
182 4 sample and literature 


125 YEARS OF FAITHFUL SERVICE TO THE 1 949 ee 
MEDICAL PROFESSION . . . BY THE OLDEST ; to: 


MANUFACTURING PHARMACEUTICAL HOUSE 
IN AMERICA! FOUNDED 1824 The TILDEN Company 
New Lebanon, N. Y. @ St. Louis, Mo. 


June 1949 
4 
per 100 ce, 
0.6 mg 
8.5 mg. 
8.5 mg. 
17.00 mg. 
4 


Donnatal—the spasmolytic employing pre- 
cise proportions of natural belladonna al- 
kaloids, plus phenobarbital—is relatively 
free from any threat of toxic reaction 
This reassuring “safety factor’—plus its 
superior efficacy and outstanding econ- 
omy—recommend its use throughout its 
wide range of clinical indications . . . prin- 
cipally in spasm of the gastro-intestinal, 
biliary, urogenital, or respiratory systems. 


Each See of Donnatal Elixir contains: 

Hyoscyamine Sulfate 0.1037 mg. 
Atropine Sulfate 0.0194 mg. 
Hyoscine Hydrobromide 0.0065 mg. 
Phenobarbital (Ye gr.) VOR visceral spasm 


for effective 


relief of 


donnatal elixir 


H. Robins Co., ine. 


and Donnatal Capsules Ethic! Pharmeceuticols of Merit since 1876 


Richmond 20, Va. 


. 

~ 
& 

spasmolytic therapy oF * 
ED 

ONG 

Na 
as 


for restoration 
of 

optimum 
bande 


vitamin levels 


(£ Cc 4 
2 
saturation 


dosage 


~ 

The constant losses of the vitally needed, 
poorly stored water-soluble B and C vita- 
mins call for decisive replacements... 
bar timidity in therapy e Robins’ 
Albee with C provides (in one small cap- 
sule) all the B factors in two to fifteen 
times the minimum daily requirement* 
—plus vitamin C in eight times the mini- 
mum daily requirement e When ad- 
ministering B and C, give “saturation” 
dosage ... prescribe Robins’ Allbee with 
C—and be sure! 


oer official recommendations. 
each capsule contains: 
Thiamine Hydrochloride (B;) ......... 15 mg. 
Calcium Pantothenate................ 10 mg. 
06488 250 mg. 


A.H. Robins Co., inc. Richmond 20, Va. 


ETHICAL PHARMACEUTICALS OF MERIT SINCE 1878 
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Many infectious diseases of infancy and childhood cause an iron-deficiency 
anemia. This—in turn—makes the patient prone to further infection. 
Result: the vicious circle of infection-anemia-infection. 
“Prevention of iron deficiency anemia . . . reduces the incidence 
of intercurrent infection.’’ (M. Clin. North America 30:87.) 
Therefore, routine administration of Feosol Elixir for some weeks 
following infection is a sound general rule. 
In iron-deficiency anemia, iron—and iron alone—is specific. 
Feosol Elixir contains adequate dosage of ferrous sulfate— 
grain for grain the most effective form of iron. 


Smith, Kline & French Laboratories, Philadelphia 


Feosol Elixir 


The palatable liquid iron 
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double 
deficiency 


“Predisposed to Abortion” describes 
women who habitually abort because o 
ovarian hormonal deficiencies. Most spon- 
taneous abortions are preceded by low 
estrogen and pregnandiol levels indicating 
that the corpus luteum or chorioplacental 
system is not producing enough estrogen 
and progesterone to maintain pregnancy. 
Often in cases of this kind the woman 
can become a mother if Estrogen- 
Progesterone Solution is used to 
correct the DOUBLE DEFICIENCY. 
Estrogen- Progesterone is also useful 


in rapid treatment of secondary 


amenorrhea.” (Zondek technique.) 


1. Vaux, H. W., and Rakoff, A. E.: Am. J. 
Obst. & Gynec., 50:353, Oct. 1945. 


2. Zondek, B,: J.A.M.A., 118:705, Feb. 28, 1942, 
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One of America’s Fine Institutions . 


Dedicated to the Scientific Treatment of Nervous and Mental Disorders .. . 
... Ina Setting of Inviting Friendliness and Simple Grace . . . Elevation 1,200 Feet 
tlanta ice, eachtree Street — eservation ecessary 


Elizabeth Hancock, Psycho-Therapist STONE MOUNTAIN, GA. 


85 Consulting Physicians and Surgeons 
We do not treat acute alcoholic intoxication or narcotic addiction 


APPALACHIAN HALL 


ASHEVILLE, NORTH CAROLINA 


An institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, 
alcohol and drug habituation. 

Appalachian Hall is located in Asheville, North Carolina. Asheville justly claims an unexcelled 
all year round climate for health and comfort. All natural curative agents are used, such as 
physiotherapy, occupational therapy, shock therapy, outdocr sports, horseback riding, etc. Five 
beautiful golf courses are available to patients. Ample facilities for classification of patients. Rooms 
single or en suite with every comfort and convenience. 


For rates and further information write Appalachian Hall, Asheville, N. C. 
Wm. Ray Griffin, M.D. M. A. Griffin, M.D. 
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St. Elizabeth’s Hospital 
Richmond 20, Virginia 


STAFF 


Guy W. Horsley, M.D General Surgery 

& Gynecology 
Leroy Smith, M.D... Plastic and General Surgery 
D. Coleman Booker, M.D General Surgery 


& Gynecology 
Austin I. Dodson, M.D._._......._________.____... Urology 
Charles M. Nelson, M.D... 
Douglas G. Chapman, M.D._..___._ Internal Medicine 
Elmer S. Robertson, M.D... Internal Medicine 
Fred M. Hodges, M.D... Roentgenology 
L. O. Snead, 
Hunter B. Frischkorn, Jr.,. M.D Roentgenology 
Randal A. Boyer, M.D. R l 


Howell F. Shannon, D.D.S..... Dental 

Helen Lorraine Medical Siacnation ALLEN Ss INVALID HOME 
Established 1890 

Administration MILLEDGEVILLE, GEORGIA 


N. E. PATE, Business Manager For the treatment of 
The operating rooms and all of the front bedrooms Nervous and Mental Diseases 


are pletely air-c 
Grounds 600 Acres — Buildings, Brick 


of Fireproof — Comfortable — Convenient 
e ool o ursing is affiliated with The Joh = A 
Hopkins Hospital School of for 4 Site High end Heskhful 


months’ course each in Pediatrics and Obstetrics. E. W. ALLEN, M. D. H. D. ALLEN, M. D. 
Departmen 


Address: Director of Nursing Education 
Terms Reasonable 


CHARLES B. TOWNS HOSPITAL 


ESTABLISHED 1901 
FOR ALCOHOLISM, NARCOTIC AND BARBITURATE ADDICTIONS exclusively 


THe Towns TREATMENT for alcoholism is a medical and psychiatric procedure. Restoration of normal 
physical functioning is the first objective. This makes possible a more rapid approach to the ALCOHOLIC 
PROBLEM itself and to its varied psychiatric manifestations. 

THe Towns TreatMeNT for the varied drug addictions accomplishes a rapid but humane withdrawal. It 
is effective in reducing the intensity of the withdrawal syndrome. The psychological phase of the habit re- 
ceives individualized psychiatric attention in an effort to minimize relapse. 

Patients are assured complete privacy if desired. Length and cost of treatment are predetermined. Physicians 
and psychiatrists in residency. Trained nursing, physio and hydrotherapy staff. 


W. D. Smxwortn, Medical Supt. Literature on request. Epwarp B. Towns, Director 
293 CENTRAL PARK WEST * NEW YORK 24, N. Y. © SChuyler 4-0770 
Member American Hospital Association. Our ad also appears in the JAMA and other leading medical journals. 


“In the Mountains of Meridian” 


HOYE’S SANITARIUM 


Meridian, Mississippi 
DIAGNOSIS AND TREATMENT OF 
NERVOUS AND MENTAL DISEASES 

AND ALCOHOLICS 
Shock Therapy, (Insulin, Metrazol, Electro 
Shock). Other approved treatments. Violent 
patients or Morphine addicts not acce 
A good place to spend a Vacation. 
Write P. O. Box 106 
Telephone 524 
Dr. M. J. L. Hoye, Superintendent 
Fellow of the American Psychiatric Association 
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HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 
Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions. 
Established in 1925 
Thoroughly modern in architecture and construction. Eight departments—affording proper classification of patients. 
All outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each floor. Also a 
spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, overlooking 


the city, and surr d by an exp of beautiful woodland. Ample provision made for diversion and helpful 
occupation. Adequate night and day nursing service maintained. 


James A. Becton, M.D., Physician-in-charge James Keene Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 


THE CARROL TURNER SANATORIUM 


MEMPHIS, TENNESSEE, Route 6, Box 288 


For the Diagnosis and Treatment of Mental and Nervous Disorders 


Located on the Raleigh-La Grange Road, five miles east of the city limits. Accessible to U.S. 70 (the Bristol High- 
way). 5334 acres of wooded land and rolling fields. Equipment new and modern, including the latest equipment fer 
electro-shock, physical and hydrotherapy. Special emphasis is laid upon occupational and recreational therapy under 
the supervision of a trained therapist. An adequate nursing personnel gives individual attention to each patient. 
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Aluminum PENICILLIN. 


ORAL TABLETS 


Aluminum Penicillin Oral Tablets are clinically effective in the treat- 
ment of penicillin susceptible infections. 

Containing the almost insoluble trivalent aluminum salt (not a mix- 
ture), they provide for maximum utilization of the dose administered. 

Low solubility of Aluminum Penicillin renders it much less liable to 
inactivation in the stomach. Destruction in the intestinal tract is in- 
hibited by the addition of sodium benzoate. Slow conversion to a 
readily absorbed form in the more alkaline conditions of the intestinal 
tract enhances clinical effectiveness. 

Aluminum Penicillin is not toxic in doses far exceeding those used 
therapeutically and does not cause gastric disturbance. 

Detailed information will be sent to physicians on request. 


Specify Aluminum Penicillin Oral Tablets, H. W. & D. 


Supplied in vials of twelve tablets each containing Aluminum 
Penicillin, 50,000 units, and sodium benzoate, 0.3 gram. 


*Patent applied for Se 


HYNSON, WESTCOTT & DUNNING,INC. 
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FURTHER EXPERIENCES WITH THE 
USE OF TANTALUM MESH IN THE 
REPAIR OF LARGE VENTRAL HERNIAS* 


By Amos R. Koontz, M.D. 
Baltimore, Maryland 


At the meeting of the Southern Medical Asso- 
ciation in Baltimore last year, I made a pre- 
liminary report on the use of tantalum meshf 
in the repair of large ventral hernias. This re- 
port was based on experimental and clinical 
work. 


The experimental work consisted in the resec- 
tion of large sections of the rectus muscle in 
dogs on both sides, and in immediately repairing 
the defects thus produced by suturing in pieces 
of tantalum mesh to close the defects, attaching 
the mesh firmly with tantalum wire to the fascial 
edges of the defects all the way around. Exam- 
ination of these animals months later showed 
that the mesh had become completely infiltrated 
and surrounded by fibrous tissue forming an un- 
usually strong closure of the abdominal wall. 
The fibrous tissue could not be dissected away 
from the mesh except by very sharp dissection. 

The clinical report was based on 5 cases of 
large ventral hernias which had been success- 
fully operated upon using tantalum mesh. The 
mesh was used in two ways: (1) as a reen- 
forcement to a suture line which was weak, and 
which, in itself, was not strong enough to cure 
the hernia; and (2) to close a defect in which 


*Read in Section on Surgery, Southern Medical Association, 
Forty Second Annual Meeting, Miami, Florida, October 25-28, 


TMy attention was first directed to tantalum gauze by Dr. 
Herbert L. Davis, Director of the Department of Experimental 
Research for the Ethicon Suture Laboratories, of Johnson & 
Johason, New Brunswick, New Jersey. Early in 1946, Dr. Davis 
sent me some of the material for experimental and clinical trial. 
He stated that he did not know who originated the material, but 

t it was someone in his department. 


the fascial edges could not be approximated. 
The latter method was exactly similar to that 
used in experimental animals. At the time of 
the report the oldest case was 17 months old. 
That case is now 28 months old and the abdom- 
inal closure is still as strong as it was at the 
time of that report. All of those cases were in 
obese people, who were almost completely inca- 
pacitated by their hernias. They all now have 
strong closures, are well and happy, and work- 
ing every day. 

Since the report last year, I have operated 
on 26 additional cases, now making a total of 
31. Most of these cases have been very large 
ventral hernias in obese people. In a great 
many of them the defect could not be closed 
except by peritoneum, and tantalum mesh was 
used to replace the abdominal wall, either by 
suturing it to the fascial edges surrounding the 
defect, or to the top of the fascia a short dis- 
tance from the edge of the defect. 


One case was that of a congenital defect in 
a child six years of age. In this case there was 
complete absence of the abdominal wall from 
the umbilicus to the xyphoid, except for skin 
and peritoneum. The skin was tightly adherent 
to the peritoneum and had to be dissected away 
from it by very sharp dissection. In doing this, 
both the peritoneum and skin were buttonholed 
in several places. The tantalum mesh was su- 
tured to the costal cartilages above, and to the 
fascial edges of the defect below. The sheet of 
mesh lay between peritoneum and skin without 
any covering subcutaneous or pre-peritoneal tis- 
sue. In spite of this, it healed in perfectly and 
the child has an excellent result. Before operat- 
ing on this child, I tried to determine experi- 
mentally what effect the mesh would have on 
the growth of the individual. Tantalum mesh 
was used to repair experimentally-made defects 
in the abdominal wall of puppies. However, 
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puppies do not withstand experimental studies 
well and the animals died within a few weeks, 
before they had grown appreciably. It is my 
feeling that as: the child grows the fascia will 
stretch and the growth of the child will accom- 
modate itself to the presence of the mesh with- 
out contracture or deformity. Should such con- 
tracture or deformity result, relaxation incisions 
can be made to remedy the condition. These 
can be made either in the strong tissue sur- 
rounding the mesh or through the mesh itself. 
By that time, there will probably be enough 
fibrous reaction so that relaxation incisions will 
not appreciably weaken the abdominal wall. 
One of the worse cases was that of a 42-year- 
old man (see Figs. 1, 2, 3, and 4), who had a 
ten-year history of a succession of surgical 
events, including a gall bladder operation, wound 
disruption, postoperative hernia, repair of hernia, 
and recurrence. He was five feet nine inches 
tall and weighed 256 pounds. At the time of 
operation, his defect extended from the costal 
cartilage to two fingerbreadths above the in- 
guinal ligament, and was six inches wide. The 
edges of the defect could not be approximated. 
The sac was resected except for two flaps, one 
from each side of the defect just wide enough 


Fig. 1 
Front view of Case 21 before operation. 
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to reach across to the other side. Each flap of 
sac was sutured to the opposite edge of the de. 
fect, thus closing the abdomen with two layers 
of peritoneum. The defect itself was then Closed 
by suturing to its edges a piece of tantalum 
mesh 12x6 inches. This man has a very firm 
closure, and thinks the result is “wonderfyl,” 
I do not believe that such a result could have 
been obtained by the usual methods heretofore 
used. 


The technic of using tantalum mesh has pre. 
viously been reported, and will not be discussed 
in detail here.! 


In several of the early cases fluid collected in 
the wound. On aspiration, this fluid was found 
to be serous, which was in some instances some- 
what milky, but in all cases was sterile. Some 
cases had to be aspirated several times. I have 
often had the same experience in using ox fascia 
for the repair of ventral hernias. I, therefore, 
years ago developed the practice of draining all 
cases in which there was an extensive dissection 
of flaps in the repair of ventral hernias in which 
ox fascia was used. I have now started the 
same practice with regard to tantalum mesh. 


A stab wound is placed in the most dependent 


Fig. 2 
Front view of Case 21 after operation. 
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rtion of the dissected flap on each side, and 
a cigarette drain is introduced through each stab 
wound. These drains are removed in 24 to 72 
hours. There is always considerable drainage 
from these stab wounds, but there has in no 
case been any further collection of fluid after 
the drains were removed. The fact that fluid 
does not collect in all cases makes me think 
that the collection of fluid is not due to irrita- 
tion from tantalum mesh in one instance, or 
from ox fascia in the other instance, but from 
the utter impossibility of effecting complete 
hemostasis when extensive dissection of flaps 
is made. 


In several cases the mesh was used in the 
repair of recurrent inguinal hernias with large 
defects and poor tissues. In all these instances, 
the mesh was placed between the first and sec- 
ond layers of the closure; that is, between the 
conjoined tendon (in these instances sutured to 
Cooper’s ligament) and the aponeurosis of the 
external oblique muscle. In all of these cases 
the cord was transplanted subcutaneously. 


The oldest of the cases included in this report 
was operated upon 28 months ago and the most 
recent one only 1 week ago. So far the results 
have been excellent. It is my feeling that a 


Fig. 3 
Side view of Case 21 before operation. 
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great many of these cases could not have been 
cured by methods hitherto used, such as the 
use of fascial flaps from either side of the defect, 
free transplants of fascia (either autogenous or 
preserved), or the use of fascia strips. The firm 
closures maintained in these cases so far, as 
well as the tremendous fibrous reaction obtained 
in experimental animals, makes me very enthusi- 
astic about the procedure. The metal is well 
tolerated and produces no unfavorable reaction 
whatsoever in the host. It soon becomes covered 
and infiltrated with such dense fibrous tissue 
that the ultimate result is a firmer abdominal 
wall than that secured by any of the other 
methods mentioned. Months later the abdominal 
wall feels very firm and solid and the patients 
have an enormous sense of security. One pa- 
tient had an enormous defect of the abdominal 
wall caused by a gunshot wound. She now 
states that her condition is “the very best.” 
She further says: “The abdominal wall is very 
strong. I have gained 20 pounds. Even my 
whole physical condition has improved.” And 
further that she has been relieved “from the 
backaches and nausea as well as the nervous 
condition aggravated by the above effects of 
the hernia.” 


Fig. 4 
Side view of Case 21 after operation. 
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Further experiments are now in progress to 
determine the resistance of tantalum mesh to 
infection, and to determine whether tantalum 
mesh stimulates the formation of fibrous tissue 
or simply acts as an inert framework through 
and around which fibrous tissue grows. There 
are many other aspects of tantalum mesh in 
which experimental work is desirable and 
planned. 


COMMENT 


Experimental and clinical work strongly sug- 
gest that tantalum mesh will prove a great boon 
in those cases of chronic recurrent hernia which 
have failed to yield cures by the methods of 
repair hitherto used. These patients are so 
miserable from the sense of lack of security in 
the defective abdominal wall, the disagreeable 
dragging-down sensation, nausea, vomiting, and 
other symptoms, that some have been known 
to contemplate suicide, thinking that their con- 
dition was hopeless. If this new method offers 
a better chance of relief to such patients, it is 
indeed worthwhile. 


SUMMARY 


Thirty-one cases are reported in which tanta- 
lum mesh has been used to repair very difficult 
hernias with large defects. The oldest case is 
28 months old, and the most recent one only 


Fig. 5 
Technic of suturing tantalum mesh in place. 
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one week old. So far the results have been 
uniformly successful. 
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DISCUSSION (Abstract) 


Dr. John R. Boling, Tampa, Fla—I wish to com. 
mend Dr. Koontz for his pioneer work with tantalum 
mesh. 

For a number of years, I have used wire suture in 
the repair of hernia and the repair of abdominal in. 
cisions for gastric and intestinal surgery. 

Wire grew into my confidence, I think the hard way, 
as it does into the confidence of most surgeons. I started 
to use it in the cases that were most difficult, that were 
potentially contaminated, the definitely infected cases, 
subjecting it to greater stress than we like to in the 
ordinary sutures. As time went by, it came more and 
more into my confidence, until I knew I could depend 
upon it in all circumstances, which is not true of any 
other suture that I know. 

During this period, I have never had wired loop 
discharge. Certainly, I cannot say that of catgut, sik 
or cotton, all of which I have used in this time to 
some extent. I have gained confidence more and more 
in the use of wire. 

When I saw Dr. Koontz’s first report on tantalum 
mesh, I was very much in the field for it. Although 
my use of it has been limited, it has been extremely 
satisfactory. It is without irritation to the tissue. It is 
well received in the potentially or definitely infected 
cases. 

It opens up further fields in repair of abdominal 
defects. You have used, before this, fascia strips or 
massive fascia transplants. The objections to fascia are 
several. Primarily, it is not a simple operation to 
remove a large fascia transplant. It is an operation 
in itself. Secondarily, the lateral strength of it is poor. 
It splits easily. In the longitudinal, the strength is 
good. That is not true of tantalum mesh; it is just 
as strong laterally as it is in any other direction, and 
it is sufficiently strong for any use we can put it to. 

It is always available. It is easily handled. As one 
becomes accustomed to it, it becomes as easy to handle 
as anything else, and the mesh is certainly easier to 
handle than any other preparations that we have. I 
except dermograph, because I have had no experience 
with that. But mesh does open up new fields in hernias 
that cannot be repaired possibly in any other way. So 
far as my limited experiences have gone, there have been 
no faults to be found with it. 


I have been asked, in the use of the wire and the 
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use of the mesh, what would happen if these patients 
have diathermy. As a matter of fact, I think nothing 
would happen. I should have no hesitancy over a mesh 
or any amount of wire that we might reasonably use. 
Ihave placed the wire suture, single strands and multiple 
strands, in my hand and applied diathermy without 
any effects at all as far as the wire was concerned, 
and I did so with tantalum mesh without any effects. 
It is not large enough to build up any amount of 
heat, so I am confident that the use of the mesh will 
become more widespread as we gain confidence in it. 


Dr. Edward Canipelli, Jacksonville, Fla—Our first 
experience with tantalum gauze covers the past two 
years. It began in November two years ago. We 
have had twenty-four patients in whom tantalum 
gauze was used in the repair of hernias. The ages of 
these patients range from thirty-six to ninety-four 
years. The types of the hernias were divided as fol- 
lows: nine were large ventral incisional hernias, includ- 
ing two lumbar incisional hernias; one was a spigelian 
hernia, two were umbilical, and twelve were recurrent 
inguinal hernias. Many of the recurrent inguinal hernias 
had two previous operations, and one person had had 
three operations done during the previous year. 


The size of the tantalum gauze we used varied, but 
in the large incisional lumbar hernias, it was necessary 
to use the largest size available, which was six by 
twelve inches. These hernias were so large they ex- 
tended from the costal margin to the crest of the 
ilium and from the edge of the rectus to the lumbar 
muscles. For the suture of tantalum gauze we used 
tantalum wire, but later on tantalum wire was not 
available. It is rather expensive, and I had overlooked 
the necessity of having it; so I used stainless steel wire. 
The results were good and I could tell no difference in 
the healing. In a previous case I had used cotton with 
good results so that the sutures we have used have varied 
between tantalum wire, stainless steel, and cotton. The 
results have been very good. 


It is too soon for us to be certain of the cure of the 
hernias. However, none of them have recurred so far. 
The complication in three patients was serous drainage. 
One patient drained six weeks, one eight weeks, and 
one patient drained a period of four months, but all 
of them finally healed with strong structures. 


Dr. L. J. Netto, West Palm Beach, Fla—I should 
like to ask Dr. Koontz if he sutures this like a cutis 
graft, under tension? 


Dr. Robert A. Robinson, Jr., New Orleans, La—I 
should like to ask the doctor what effect subsequent 
Pregnancy would produce about the marginal edges of 
the repaired defect in the abdominal wall? 


Dr. M. G. Flannery, Miami, Fla—I should like to 
ask Dr. Koontz if he considers this very early fractur- 
ing (multiple) of the tantalum mesh to be due not to 
bending, but to crystallization and erosion, because the 
tantalum mesh is not biologically inert? 


Dr. Koontz (closing) —Dr. Boling spoke of the lack 
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of reaction to tantalum mesh by the tissues. That is 
absolutely true. It is shown in experimental animals 
that there is no foreign body reaction whatsoever. Of 
course, it is impossible to get sections through this 
mesh. As far as you can tell, grossly, there is no reac- 
tion whatsoever to the mesh by the surrounding tissues. 

I agree also about fascia and about the splitting 
cross-wise, doing it the long way but not cross-wise. 
There is another objection to fascia. Bradley Coley and 
his colleagues in New York found that the incidence 
of infection when fascia was used, either autogenous or 
preserved, was greater than when other suture ma- 
terials were used; and I found the same thing to be 
true. 

I was glad to hear what Dr. Canipelli said about 
using steel wire with tantalum mesh. I have intended 
to try that but have not gotten around to it. 

Certainly, theoretically, it is the improper thing to 
do because you know you cannot use a bone graft 
of one metal and screws of another. It will loosen, 
because of electrolytic action. Whether that action will 
be sufficient in this case to cause trouble, eventually, I 
do not know but I think we ought to find that out 
experimentally. 

In some of my early cases there was a collection 
of fluid in the wound. There was no drainage. I 
aspirated some of these cases as much as three or four 
times. The fluid was serous, and in some cases, a milky 
fluid; but in all cases it was sterile and in no case did 
it give any ultimate trouble. I got the same thing 
when I used to use sheets of ox fascia in these cases, 
the same collection of fluid. 


I learned years ago, and I have done the same 
thing recently with tantalum mesh, that when you 
have a wide dissection of abdominal flaps, to put a stab 
wound at the outermost portion of each flap, put a 
cigarette drain in each place, and take it out at the 
end of forty-eight hours. There is no more collection 
of fluid, and the wound will heal promptly. It is 
impossible to get absolute hemostasis in those extensive 
dissections and the drain left in will solve the problem. 


The mesh should not be sutured under tension. If 
you had had time to look carefully at the x-rays, in 
some cases you would have found that the sutures 
pulled out because of the tension. These sutures should 
not be under tension, as they are placed in the case of 
a cutis graft. 

What happens to it in pregnancy? I have wondered 
about it. I believe that the tissues would yield suffi- 
ciently to allow the women to go through pregnancy 
without a recurrence of the hernia, especially if the 
pregnancy did not occur too soon after the implanta- 
tion of the mesh. I have no way of proving that but 
just from seeing the way the tissues behave in animals, 
I believe there would be enough give and stretch in 
them, so that that could be brought about, but that 
is just speculation. I have no way of knowing it. 

The next thing is about the fragmentation. The 
fibrous reaction around this material is so strong that 
I have wondered whether the material does lie there 
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as an inert mass or whether it stimulates, actually, the 
growth of fibrous tissue. I cannot answer that ques- 
tion now but I have experiments under way which I 
hope will give the answer. 

I have much experimental work under way about 
tantalum mesh that we ought to know, and we do 
not know yet. The only answer is the experimental 
animal. 


THE CLINICAL IMPORTANCE OF 
DUODENAL DIVERTICULA* 


By Epcar M. Dunstan, M.D. 
Mason I. Lowance, M.D. 
and 
EuceniA C. Jones, M.D. 
Atlanta, Georgia 


The discovery of a case of duodenal divertic- 
ulosis with associated leiomyosarcoma has 
prompted a review of our findings in other cases, 
as well as a review of the literature. 


The literature will not be discussed in this 
paper except as relating to the cases presented 
due to the fact that comprehensive articles on 
this subject are abundant, since description of 
its first finding radiographically by Case.‘ 
Among these, the works of Bockus,! Boland,’ 
Browne and McHardy,’ Case,* 5 Feldman,® Fin- 
ney,’ Frank,’ Kirklin,? Lahey,!° Lockwood,!! 
Mahorner and Kisner,'? Mendillo,!* Morrison 
and Feldman,'* Strode,'5 and Weintraub and 
Tuggle,!® are all of major interest. Many other 
excellent papers are referred to in the above 
presentations. Of particular interest is the varia- 
tion in opinion regarding the significance of 
this lesion, and, consequent upon this, the dif- 
ference of opinion in regard to its proper care. 
With these differences in mind, we have attempt- 
ed to evaluate carefully our series of 32 cases, 
some of which have been followed over a period 
of many years. 

The accompanying Table 1 shows age inci- 
dence in our series. 


The finding of 6 cases (19 per cent) under 


*Read in Section on Gastroenterology, Southern Medical Associa- 
a Forty-Second Annual Meeting, Miami, Florida, October 25-28, 


*The authors express appreciation to their photographer, J. C. 
Templeton, for the excellent work on photographs and slides in 
this paper. 
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40 years of age in a series this size (32) ig q 
little unusual. 

In the series there were 3 groups of cases: 
those in which the diverticulum or its complica- 
tions demanded and received surgical treat. 
ment; those medically treated; and those with 
gastro-intestinal symptoms so indefinite that no 
treatment was advised in this respect. 

The diverticulum or its complications was 
proved to be responsible for symptoms in 4 
cases: one in our series with removal of a large 
diverticulum and subsequent cure; a second with 
removal and apparent cure, though it is too 
early to forecast the eventual outcome of the 
sarcoma found in the diverticulum in this case. 
The third case, from the Lawson Veterans Ad- 
ministration Hospital,* had had hemorrhage 
from a leiomyoma of the diverticulum. The 
fourth, from the same source, had hemorrhage 
from an ulcer in a diverticulum. 

The diverticulum was felt to be non-produc- 
tive of symptoms in 14 cases, which are not 
discussed individually. The 4 cases, Cases 1 to 
4 inclusive, which required surgical treatment, 
are described in more detail. The 14 cases, 
Cases 5 to 18 inclusive, treated medically, will 
be presented in table form, Table 2, in order to 
conserve space. 

The 30 cases from our office are based on 
x-rays done at our clinic over a period of 7 years. 
The total number of gastro-intestinal series done 
during this time was 1,350.* This gives an inci- 
dence of 2.2 per cent which agrees with that of 
other series. 


AGE INCIDENCE OF DIVERTICULA OF DUODENUM 
BY DECADES 


Third Fourth Fifth Sixth Seventh Eighth 
Dec. Dec. Dec. Dec. Dec. Dee. 


Number of cases —.. 2 4 6 7 11 2 


Table 1 
REVIEW OF CASES 
Case 1 (V-643).—A 47-year-old woman complained of 
weakness, shooting peri-umbilical pain especially after 
removing her girdle, and mild nausea. The patient had 
had a hysterectomy for fibroid uterus one year before 


*In which one of us (E.M.D.) is a member of the attending 
visiting staff. 


+The two cases from Lawson Veterans’ Hospital are not in- 
cluded in this particular statistical record. 
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CASES WITH DUODENAL DIVERTICULA TREATED 
MEDICALLY 


Case Number, 


Indigestion, 
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CASES WITH DUODENAL DIVERTICULA TREATED 
MEDICALLY 


Symptoms 


Pathology 


Result 


Case Number, 
Age and Sex 


Symptoms 


Pathology 


Result 


three years 


Multiple duodenal 
diverticula with 
four-hour retention; 
diabetes mellitus; 
chronic chole- 
cystitis with chole- 
lithiasis; colon 
diverticula 


Improved 


Abdominal dis- 
comfort, three 
years duration 


Duodenal divertic- 
ulum; healed duo- 
denal ulcer; spastic 
colon 


Unimproved 


7 (V-346) 
W-M 61 


Epigastric pres- 
sure, worse re- 
cumbent, 20 
years 


Duodenal divertic- 
ulum, 3x3 cm. 
with increase in 
size; peripheral 
vascular disease 


Questionable 


8 (W-530) 
W-M 41 


Soreness of up- 
per abdomen, 
burning, full- 
ness, occasional 
nausea and 
vomiting. 
Melena 


Duodenal divertic- 
ulum, 1.5 cm. 
with five-hour re- 
tention; chronic 
duodenal ulcer; 
hypertrophic 
gastritis; alcoholism 


Questionable 


9 (R-419) Heartburn, Duodenal divertic- Improved 
W-M 28 nausea, consti- ulum; duodenal 
pation. Sore- ulcer 
ness, gall- 
bladder area 
2 years 
10 (J-673) Heartburn, indi- 7 cm. duodenal Worse 
W-F 65 gestion, choking diverticulum with 
sensation, 6 yrs. four-hour reten- 
Operations: tion; esophageal 
Cholecystec- diverticulum; 
tomy 1940 ventral hernia 
Choledocho- 
lithotomy, 1941 
Exploratory, 
1944. Duo- 
denum not ex- 
plored but ad- 
hesions relieved 
11 (W-224) Gas, belching, Large, non-tender Improved 
W-M 53 vomiting, sub- duodenal divertic- 
sternal pain, ulum with no re- 
several years’ tention; esoph- 
duration ageal varices; 
healed duodenal 
ulcer; neurosis 
12 (V-808) Gas, four plus; 2 cm. duodenal Improved 
W-F 45 heartburn diverticulum with 
five-hour reten- 
tion; gastritis; 
diverticulosis, 
colon 
13 (V-638) Nausea and Diverticula, first Improved 
W-F 61 vomiting; occa- and third duo- 
sional attacks denum with five- 
of abdominal hour retention in 
cramping first; food allergy 
Table 2 


14 (S-161) Gas; epigastric % cm. duodenal Improved 
W-F 43 pain and burn-__ diverticulum; 

ing; question diverticulosis of 

of food relief; colon 

sedative relief 
15 (R-340) Gas 1% cm. duodenal Unimproved 
W-F 67 diverticulum with 

retention 

16 (U-252) Nausea; peptic Small duodenal Improved 
W-F 31 ulcer syndrome, diverticulum; 

one year’s ptosis, right 

duration kidney 

(began with 

pregnancy) 
17 (T-611-A) Fullness, Duodenal divertic- Improved 
W-F 76 belching, ulum, 2x1 cm. 

heartburn; one 

year 
18 (U-171) Gas, nausea, Duodenal divertic- Unimproved 
W-F 60 belching: pain, ulum, 6x3.5 cm. 

lower epi- Hyperacidity. 

gastrium. Arthritis, spine, 

Melena hypertrophic 


Table 2 (Continued) 


by Dr. Calvin Stewart. The duration of her symptoms 
was about 12 months. A large mass, palpable and 
slightly tender, was felt in the right upper quadrant. 
The gallbladder failed to visualize on two examina- 
tions. Gastro-intestinal series was normal, except that 
the second part of the duodenum was displaced slightly 
to the left by a soft tissue mass about 9.5x8 cm.; this 
mass also produced slight indentation on the upper 
proximal part of the transverse colon. Preoperative 
diagnosis was probably malignancy of the gallbladder. 
The patient was submitted to exploratory operation 
by Dr. Ben Hill Clifton. A duodenal diverticulum the 
size of a grapefruit, projecting from the second por- 
tion of the duodenum just above the region of the 
ampulla of Vater, its cavity filled with tissue and fluid, 
was removed by excision on September 26, 1947. Micro- 
scopic diagnosis by Dr. Darrell Ayer was leiomyo- 
sarcoma. The patient has improved. Fig. 1 shows a 
preoperative roentgenogram in which the mass de- 
scribed, outlined by pencil marking, is seen displacing 
the second part of the duodenum to the left. Fig. 2 
shows pictures of the gross specimen of the leiomyo- 
sarcoma found in the duodenal diverticulum; unopened 
at the left and sectioned down the middle at the right. 
Fig. 3 shows photomicrographs of the same tumor, low 
power field at the left and high power field at the right. 


Case 2 (L-761).—A 50-year-old woman complained of 
nausea, headaches, vertigo, epigastric pain and fullness. 
X-ray showed a duodenal diverticulum of the proximal 
part of the third portion of the duodenum, which on 
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successive examinations showed slight increase in size 
to 4.5x3 cm. Abnormal retention of barium was noted. 
There were also numerous diverticula of the colon. The 
patient had been treated several years without improve- 
ment, and then operation was advised. The divertic- 
ulum was removed by excision by Dr. C. C. Harrold 
of Macon, Georgia, on June 27, 1938. This gave the 
patient complete relief from her abdominal complaints. 
She also showed a prompt decrease in the frequency 
and severity of her sick headaches. The patient has 
been followed for ten years postoperatively and is in 
good health with no return of symptoms. Fig. 4 shows 
a preoperative roentgenogram of the diverticulum in 
this case. 


*Case 3 (J. H. C., Reg. 6687, from Lawson Veterans’ 
Hospital) —A white man, age 50, was admitted with a 
diagnosis of severe microcytic hypochromic anemia. His 
chief complaint was weakness and dizziness in recur- 
ring attacks. There were no gastro-intestinal symptoms 
and physical examination was not revealing. X-ray 
studies showed an ovoid mass at the junction of the 
second and third portions of the duodenum posteriorly 
overlying the right uretero-pelvic junction. This was 
apparently not a part of the intestinal tract. This 
patient had been studied by Dr. Roy Kracke of the 
University of Alabama and others with regard to his 
anemia. Laparotomy on November 26, 1947, revealed 
a duodenal diverticulum, the cavity filled with a leio- 


Fig. 1, Case 1 
This shows a preoperative roentgenogram in which the 
9.5x8 cm. mass described, outlined by pencil, is seen 
displacing the second part of the duodenum to the left. 
Incidental findings are a number of small “bird shot” 
from childhood accident. 
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myoma. The pathologist was unable to demonstrate 
a mucous membrane lining, and so feels that technically 
this should be called a pseudo-diverticulum. However 
the lumen of the diverticulum was continuous with the 
duodenal lumen. Immediate convalescence was yp. 
eventful except for poor appetite, but 8 days after 
dismissal he was readmitted with an acute abdominal 
episode ; a gangrenous gallbladder was removed. Conya. 
lescence from this was short and satisfactory, His 
blood count is normal, and he appears to be enti 
well. Fig. 5 shows at the left a preoperative roentgeno- 
gram of the mass described; at the right is seen g 
photograph of the leiomyoma of the duodenal divertic. 
ulum removed at operation. 


*Case 4 (J. B. B., Reg. 10784, from Lawson Veterany 
Hospital) —A 39-year-old white man had a history of 
ulcer syndrome of 4 years’ duration, with relief by food 
and alkali. X-ray had failed to reveal ulcer. Three 
days before admission, the patient had sudden onset 
of weakness with melena and hematemesis. Gastro. 
intestinal series at this time showed no ulcer but g 
large, 3-4 cm. duodenal diverticulum of the third por- 
tion of the duodenum with 6-hour barium retention, 
At operation on June 24, 1948, the duodenum was 
opened and the diverticulum invaginated into it. The 
neck of the sac was closed with transfixion sutures and 
the diverticulum amputated. The duodenum was closed 
transversely. Pathological study revealed within the 
diverticulum an ulcer, which was interpreted by the 
pathologist as the source of bleeding. Postoperatively 
the patient has had relief of his pain and no further 
bleeding. Fig. 6 shows: (a) preoperative, (b) 6-hour, 
and (c) postoperative, roentgenograms in this case, 

The 14 cases with diverticula treated medically are 
outlined in Table 2. 


DISCUSSION 


In discussion of these cases the following 
points should be stressed: 

(1) Failure of satisfactory visualization on 
barium study. 

(2) Difficulty of evaluating symptoms. 

(3) Generally poor response to medical care. 

(4) Report of a case of malignancy and one 
of benign tumor in diverticulum. 

(5) Variance in opinion of different authors 
regarding pathology and care of duodenal diver- 
ticula. 

Barium Study—Many authors feel that ab- 
normal barium retention is an indication of 
pathologic function of a diverticulum. However, 
we note a case in our series in which the diver- 
ticulum was seen in the 5-hour film only, and 


*Courtesy of Drs. Lee N. Foster and W. H. Proctor, Jr, 
Lawson Veterans’ Hospital. 
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Fig. 2, Case 1 


(Left) Gross appearance of the leiomyosarcoma of duodenal diverticulum removed at operation. (Right) Appearance of the 
tumor after cutting down the middle and separating cut surfaces. 


(Left) Low power field photomicrograph of the leiomyosarcoma of the duodenal diverticulum. (Right) High power field photo- 
micrograph of the same tumor. 
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yet this case was among the group with negligi- 
ble gastro-intestinal symptoms, as was another 
with 24-hour retention. Eight of the fourteen 
untreated cases showed abnormal retention, as 
did seven of the eighteen cases which required 
treatment. 


* ~ ABNORMAL BARIUM RETENTION IN DUODENAL 
DIVERTICULA 


Retention None 


ll 
Untreated group - pss 8 6 


& 
Table 3 
The most interesting x-ray findings in oy 


series were those of Case 1 and Case 3. In Case 
1, presence of a large mass and a non-visualized 
gallbladder led to preoperative diagnosis of gall- 
bladder disease with possible malignancy. The 

diverticulum never showed on barium studies, 
Preoperative best picture now Similarly Case 5, the diverticulum Was seen 
available of duodenal diverticulum partly filled with in all films but failed to fill with barium and 


barium, with neck, indicated by arrow, coming off the 
proximal part of the third portion of the duodenum. was not believed to be part of the intestinal 


Fig. 5, Case 3 
(Left) Preoperative roentgenogram. This shows the mass described overlying the right uretero-pelvic junction which proved to 
be a leiomyoma of a duodenal diverticulum, bleeding from which caused the profound anemia present. (Right) Gross appear- 
ance of the leiomyoma of the duodenal diverticulum removed at operation. 
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tract. These cases correspond to one reported in summarizing our cases that the general re- 
by Strode,!5 in which a tumor was seen in the sponse to medical treatment was unsatisfactory. 
region of the head of the pancreas but no The fact that surgery was seldom advised was 
diverticulum was visualized on barium study. due in this series to the mild symptoms and 
Operation revealed an adenocarcinoma of the ‘Multiplicity of disorders and not to any feeling 
diverticulum, involving the head of the pan- that surgery was, as a rule, contraindicated. 


Report of Malignancy. — Previously reported 


Fig. 6, Case 4 
(Left) Preoperative roentgenogram showing barium-filled 
diverticulum projecting from the third portion of the 
duodenum, with arrow pointing to neck. (Right) Post- 
hour barium retention in diverticulum. (Bottom) Post- 
operative roentgenogram showing complete removal of the 
diverticulum. 


Symptomatology.—Few of our cases displayed 
the typical symptoms described by Lockwood.!! 
It would also be hard to prove beyond a 
doubt, as Weintraub and Tuggle!® say, that, 
except in a few cases, “diverticula are the real J 
offenders.” However, cases of the type included 
in this series would seem to invalidate Kirklin’s? 
statement that the finding of a diverticulum is 
of value only in showing that examination has 
been done. The frequency of associated patho- 
logic conditions, of course, confuses the picture, 
as is illustrated in Table 2. 


Response to Medical Care.—It has been noted 
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malignancies in diverticula are those of Strode!5 
(adenocarcinoma), Mendillo and Kaufman!’ 
(leiomyosarcoma), and Morrison and Feldman" 
(scirrhous carcinoma). The present additional 
case (leiomyosarcoma) increases the total num- 
ber in the literature to 4 cases. It is interesting 
that Mendillo and Kaufman found the divertic- 
ulum but not the tumor by x-ray; Strode’s case 
showed a tumor by x-ray but did not show 
the diverticulum; our case showed no gastro- 
intestinal pathology on x-ray. 


Variance in Opinion Regarding Pathogenicity 
and Care.— Browne and McHardy® say that 
diverticula, even in the absence of inflammation, 
can probably produce symptoms by disturbing 
the function of the digestive tract. Weintraub 
and Tuggle,'® as we have mentioned, go to the 
extreme in opposing this view. They feel that in 
their study of 349 cases there was no definite 
proof that the diverticulum was the real offender, 
even though many showed 4- or 6-hour reten- 
tion. They cite the following criteria for x-ray 
diagnosis of a diseased diverticulum: 

(1) Localized tenderness 

(2) Changes in mucosal pattern such as per- 
sistent fleck 

(3) Mucosal changes of adjacent duodenum 

(4) Irritability of duodenum 

(5) Stasis in duodenum 


Finney’ cites 6 operative cases, with 2 deaths, 
and concludes that there are few diverticula of 
surgical significance. (In his series, only 19 
cases had been found in 10 years.) 

Bockus! presents another set of criteria for 
pathogenicity, believing that most diverticula 
are asymptomatic except very large ones, those 
with abnormal barium retention, those with 
irregular contour, and those tender to pressure. 

Lockwood!! feels that duodenal diverticula 
demand surgical treatment in most cases; Case 
(1920) has expressed a similar view. Lahey, 
however, stresses the hazards in operating upon 
those projecting toward the pancreas. 

These few citations from the literature show 
how varied is the opinion regarding this lesion. 
As commented above, two of our most serious 
cases were completely undiagnosed by x-ray; 
thus, in our series at least, Weintraub and Tug- 
gle’s criteria would not be valid, nor would 
those of Bockus. Again, in our series, routine 
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surgery would seem unjustifiable, since 14 oyt 
of 32 patients with diverticula had negligible 
digestive symptoms. On the other hand, jf 
surgery had been reserved for patients who 
seemed preoperatively to need it as a lifesaving 
measure, we should probably have omitted one 
of those in whom this actually proved to be the 
case. 


In conclusion, the fact that among our group 
some of the most serious complications were 
present in undiagnosed diverticula, or were non. 
apparent preoperatively in diagnosed ones, 
should lead us to treat this lesion with jp- 
creased respect. 


SUMMARY 


(1) Thirty-two cases of duodenal diverticula 
are discussed, four of which were successfully 
treated by surgical excision. 


(2) A new report of leiomyosarcoma in a 
duodenal diverticulum is presented, and one of 
leiomyoma in another case (neither visualized 
on barium study). 


(3) Difficulties in diagnosis, the frequency 
of associated gastro-intestinal disease, and the 


poor response to medical treatment are pointed 
out. 
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DISCUSSION (Abstract) 


Dr. Francis M. Spencer, San Angelo, Tex.—It is im- 

rtant to recognize that these interesting lesions are 
not altogether harmless and not altogether benign and 
asymptomatic, as we have often thought of them. 

They have long been treated as a diagnostic and 
therapeutic stepchild. Not long ago a patient was re- 
ferred to me for gastrointestinal examination. She had 
a rather vague story, somewhat suggestive of a peptic 
ulcer. 

The examination was entirely negative, except for the 
demonstration of two large duodenal diverticula. The 
referring physician was so informed, and his comment 
was, “That is nice but did you find out what was caus- 
ing all that pain in her belly?” 

This reflects the attitude of a number of men regard- 
ing these lesions. 

I have seen about eleven cases of duodenal diverticula 
within the past year. In three of them, I felt that 
the symptoms could be attributed to the diverticula and 
the remainder were either relatively asymptomatic or 
the symptoms could best be attributed to another con- 
dition which was demonstrated. I have not seen duo- 
denal diverticula complicated by demonstrable ulcera- 
tion or hemorrhage, tumor formation or neoplastic 
change. As Dr. Lowance and Dr. Dunstan have pointed 
out, it does occur and is something to think about. 
Certainly, there are lots of reports coming out in the 
literature all the time, pointing out these things. 


There is a very beautiful set of films, showing a 
peptic ulcer within the duodenal diverticulum, dem- 
onstrated by Drs. Clayton and Wigg, I believe it was, 
of Buffalo, showing that the ulcer heals under medical 
management. They pointed out that it is, therefore, 
another possible source of massive gastro-intestinal 
hemorrhage. That shows how unusual some of these 
things can be. 


Someone reported recently a case in which a number 
of gallstones were found lodged in a duodenal diver- 
ticulum. They can cause trouble in a variety of ways. 


Dr. Charles W. Hock, Augusta, Ga—The symptom- 
atology of duodenal diverticulum suggests, usually, gall- 
bladder disease, pancreatic disease or peptic ulcer. And 
duodenal diverticula are diagnosed either at x-ray, 
surgery or at the autopsy table. 


The confusion in the literature concerning whether 
duodenal diverticula actually cause symptoms is cer- 
tainly quite a problem because numerous authors will 
say they do; an equal number say they do not except 
in rare instances. The advisability of surgical treat- 
ment likewise adds to the confusion. 


Dr. Gordon McHardy, New Orleans, La.—It has been 
our unusual experience to have four cases of duodenal 
diverticulitis, among other complications of the presence 
of duodenal diverticula. In instances of duodenal 
diverticulitis, in which the surgical intervention becomes 
specifically indicated, one should discourage the associ- 
ated surgeon from doing the procedure he will probably 
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advocate, that is a duodenojejunostomy. For such an 
anastomosis to function properly, according to the best 
surgical opinion, the duodenum must be fully mobilized, 
and this cannot be done practically in the face of duo- 
denal diverticulitis. 

In our first two experiences with duodenal diver- 
ticulitis the surgeon did a duodenojejunostomy; and 
subsequently reoperation with an anterior gastro- 
enterostomy became imperative. In the other two cases 
in which, initially, a gastro-enterostomy was done, the 
patients have done nicely. We are satisfied that, if 
duedenal diverticulitis is to be handled surgically, duo- 
denojejunostomy should not be done. 


Dr. Lowance (closing) —I feel that more of these 
patients should be operated upon. But if a patient 
has such symptoms as these have, and the physician 
cannot prove that duodenal diverticulum enters into it, 
it is quite a question whether the medical man should 
insist upon surgery, or let the surgeon back off from it. 

I think some of the patients with large diverticula 
have far more symptoms than are recognized, and that 
only with a larger series of postoperative cases can we 
draw conclusions as to which ones actually should be 
operated upon. 


A ROENTGEN AND CLINICAL STUDY 
OF NASOPHARYNGEAL MALIGNANCIES* 


(LYMPHO-EPITHELIOMA AND TRANSITIONAL CELL 
CARCINOMA) 


By Georce J. Bayttn, M.D. 
Rosert J. Reeves, M.D. 
and 
HERBERT D. KERMAN, M.D.7 
Durham, North Carolina 


Lympho-epithelioma and transitional cell car- 
cinoma are usually silent tumors of the naso- 
pharynx, which lead to symptoms only after 
they have impinged upon near-by structures or 
have spread to neighboring regions. The lesion 
metastasizes early and frequently, leading to a 
varied clinical picture, yet by the same token 
of the spread produces in many cases a rather 
characteristic x-ray pattern. The apparent dis- 
crepancy between a clinical picture that is varia- 
ble and roentgen changes that show a certain 


*Read in Section on Radiology, Southern Medical Association, 
Forty-Second Annual Meeting, Miami, Florida, October 25-28, 
1948 

*From the Department of Radiology, Duke University School 
of Medicine and Hospital. 

¢Trainee, National Cancer Institute. 
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uniformity can be resolved only by a proper 
understanding of the anatomy of the naso- 
pharynx. 

This portion of the pharynx is in direct con- 
nection anteriorly with the posterior choanae; 
its lateral walls contain the internal eustachian 
apertures. Inferiorly, the nasopharynx joins the 
oropharynx. The roof is formed by the base of 
the skull where there are a number of important 
foramina which lead to the cranial vault. Of 
particular importance is the close proximity of 
the carotid artery with its accompanying lym- 
phatics as it crosses the region of the foramen 
lacerum near the tip of the petrous apex. Part 
of the posterior wall of the nasopharynx is 
formed by the basiocciput, part by the upper 
cervical spine. A rich lymphatic drainage leads 
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Chart 1 
Diagramatic representation of spread of nasopharyngeal tumors. 
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primarily to the nodes at the tip of the mastoiq 
process. 


It is essentially these significant anatomical 
relationships that explain so logically the chief 
variations in the clinical manifestations of the 
nasopharyngeal tumors. Thus, though the pri- 
mary lesion may remain silent, it has access b 
direct extension or lymphatic spread to the nasal, 
ocular, auricular, intracranial, and neck regions, 


Chart 1 serves to illustrate the anatomy. A 
mass by its mere size may block one or both 
choanae and lead to nasal obstruction. The 
eustachian orifice is easily occluded and thus 
auricular symptoms may predominate. Exten- 
sion of the tumor through the foramen lacerum 
can take place without any actual bone erosion 


Auricular 


Sphenoidal Fissure 
Neurologic 


Foramen Lacerum 
Carotid Canal 
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and the tumor can then grow in all directions 
along the floor of the skull to give rise to cranial 
nerve signs and symptoms. As the tumor extends 
through the lacerum it gains access to the carotid 
complex of lymphatics and then may extend 
through the sphenoidal fissure to produce signifi- 
cant ocular changes. Extension through the 
foramen ovale into the cranium is common. 
Posterior growth destroys portions of the basioc- 
ciput, but this structure is also vulnerable to 
the tumor involving the foramen lacerum. The 
apical portion of the petrous bone is particularly 
prone to destruction. Occasionally tumor having 
gained access to the cranial fossa, may grow 
directly into the optic foramen. Superior ex- 
tension leads to involvement of the sphenoid 
sinuses as well as the sella turcica. The lymph 
drainage, as charted, explains the frequent en- 
largement of the cervical nodes. Pressure by 
these nodes may result in cranial nerve and 
sympathetic disturbances." 2 

Histologically, the tumor is made up of epi- 
thelial and lymphoid elements. Detailed descrip- 
tions of the tumor have been published by 
Regaud,’ Schmincke,* and New.’ The tumor is 
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composed of wide sheets of epithelial cells dif- 
fusely infiltrating the surrounding lymphoid tis- 
sues. The epithelial cells are large. pale staining 
and contain large nucleoli which vary greatly 
in size. Lymphoid elements are usually promi- 
nent and in some tumors actually seem effec- 
tively to mask the epithelial characteristics of 
the neoplasm. It is fair to say that in some 
instances the tumor cannot be classified unequiv- 
ocally as lympho-epithelioma and will best be 
classed as a transitional cell or anaplastic epi- 
thelioma. 
MATERIAL AND ANALYSIS 


The material for this study comprises 32 
proven cases of nasopharyngeal malignancy, 26 
of which were classified histologically as lympho- 
epithelioma and six as transitional cell carci-- 
noma. As previously stated the pathological 
differentiation is not always clear cut and our 
grouping of these cases together is justified, in 
our opinion, both on the close parallelism of the 
cellular structure of the lesions and the simi- 
larities in the clinical and roentgen patterns. 
Eliminated from the study were those cases of 
well-differentiated squamous cell carcinoma, 


AGE: PRESENTING COMPLAINT: 
OLDEST - 79 YRS. SYMPTOM: NO.OF CASES: % 
YOUNGEST - 6 YRS. 
OCULAR 2 6.25 
NO, OF CASES BY DECADES: 
AUDITORY 6 18.75 
0-10 YEARS -1 
10-20 -9 NEUROLOGIC 25. 
20-30 -4 
30-40 * <3 NASAL 2 6.25 
40-50 <2 
50-60 " -9 LYMPHATIC 12 37.5 
70-06 * 3 OTHER(SORETHROAT) _2_ 6.25 
32 100% 
| RACE: 
WHITE - 16(50%) DURATION OF SYMPTOMS: 
NEGRO - 16(50%) 
LONGEST 36 MONTHS 
SEX: SHORTEST. 2 WEEKS 
MALE - 21(65.6%) AVERAGE 8 MONTHS 
FEMALE - 11(34.3%) 


Table 1 
Analysis of pertinent clinical data. 
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lymphosarcoma and sarcoma, chiefly because 
they are characterized by a somewhat different 
roentgen, clinical, and pathological picture. 


CLINICAL FINDINGS 


The age distribution of our cases is listed in 
Table 1. Of particular interest is the occur- 
rence of nine cases each in the age groups of 10 
to 20 and 50 to 60 years. The remaining cases 
were rather widely scattered, the youngest pa- 
tient being six years old, the oldest 79. Thus 
it is evident that the tumor will affect any 
age group, with the majority of cases appearing 
in adolescence and in the fifth decade. 

The sex distribution shows that the lesion is 


more common in men. There were 21 (65.6 per 
cent) males and 11 (34.4 per cent) females. 


Sixteen of the patients were white and 16 
colored. The youngest patient, age six, and the 
oldest, age 79, were both colored. 
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Analysis of the presenting complaint at the 
first hospital visit shows that 12 patients (37,5 
per cent) sought aid because of enlarged lymph 
nodes in the neck; two (6.25 per cent) had 
nasal symptoms, featured by obstruction ang 
bloody discharge. Six (18.75 per cent) had audi- 
tory symptoms, complaining of diminished hear. 
ing, either “stuffed ears” or pain referred to the 
ear. Two (6.25 per cent) gave as their’ pre. 
senting difficulties, ocular disturbances such as 
exophthalmus, orbital pain or failing vision, 
Headache or cranial nerve abnormalities were 
responsible for 8 (7.5 per cent) admissions to 
the hospital. Two (6.25 per cent) patients were 
seen first with complaint of sore throat. This 
listing of the chief or presenting complaints must 
be qualified for the reason that in almost every 
instance there were numerous other important 
findings elicited in the histories of the patients 
and except, in two instances, the patients mani- 
fested a series of symptoms. The two excep- 


POSITIVE NEGATIVE INCOMPLETE FILMS 
NASOPHARYNGEAL 
SOFT TISSUE MASS 25 5 2 
SELLA 11 17 4 
BASIOCCIPUT 23 4 5 
BASAL FORAMINA 20 6 6 
PETROUS TIP 22 5 5 
SPHENOIDAL 
FISSURE 10 10 12 
OPTIC FORAMEN 6 8 18 
VOMER 5 23 4 
MASTOID 


SINUSES 


FRONTAL 7 19 6 
ETHMOID 20 ll 1 
ANTRA 11 19 2 
SPHENOID z0 9 3 


LUNGS 3 


28 1 
BONE 2 29 1 
TUMORAL 
CALCIFICATION 2 29 1 


Table 2 
A numerical compilation of the various roentgen changes. 
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tions were those who had nasal obstruction and 
no other symptoms. 

The average duration of symptoms before at- 
tending the hospital was eight months, with the 
shortest history dating two weeks, the longest 
three years. However, it must be emphasized 
that a majority of the patients had sought 
medical aid prior to their first hospital visit. 


X-RAY CHANGES 


The roentgen findings are of prime interest 
and significance in the series of cases. Table 2 
summarizes the changes found by x-ray studies. 
It will be noted that in some instances the 
study was incomplete and one patient, unfortu- 
nately, had no films. However, all the others 
were x-rayed. Twenty-five patients showed, on 
careful study, an abnormality of the naso- 
pharyngeal airway (Fig. 1), seen either on the 
lateral skull film or on the mento-vertex study.® 


Fig. 1 
Lateral and axial views showing soft tissue mass before and after therapy. 
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This picture of the roentgen study is worthy 
of interest, for too often the soft tissue com- 
ponents are neglected in the interpretation of 
films. We were particularly impressed at the 
finding of airway changes in the basal view and 
stress this as an important finding which should 
be sought for diligently. 


The osseous changes in the skull base occurred 
with such regularity that we feel they are 
almost diagnostic. Twenty-three cases showed 
destruction along the basiocciput, 20 showed 
involvement of the basal foramina (Fig. 2), 
either manifest as enlargement or complete de- 
struction. In 22 instances there were abnormali- 
ties of the petrous tip (Fig. 3). Eleven patients 
had changes in the sella, and in five there was 
involvement of the vomer. Less frequently, bone 
changes can be demonstrated in the sphenoidal 
fissures and optic foramina (Fig. 4).Ten had 
fissure abnormalities and six optic foramen 

erosion. The latter six 
cases, incidentally, had 
exophthalmos. Studies of 
the nasal accessory sinuses 
showed that the sphenoid 
and ethmoid cells were 
most frequently involved. 
Two patients were found 
to have distant bone me- 
tastases and three mani- 
fested pulmonary spread 
(Fig. 5). Tumoral calci- 
fication was present in 
only two cases (Fig. 6). 


DISCUSSION 


Clinically these tumors 
are quite deceptive and as 
stated previously the pa- 
tients usually manifest 
numerous signs and symp- 
toms. The majority of our 
patients sought advice 
prior to hospital admis- 
sion and had received 
symptomatic treatment 
for sinus trouble, ear in- 
fections and the like (Fig. 
7). We ourselves have op- 
erated upon the mastoid 
and performed other pro- 
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cedures before we became aware of the true 
nature of the disease process. 

Careful consideration of the roentgen changes 
lead us to believe that the roentgenologist must 
play an important role in the study of lympho- 
epithelioma and transitional cell carcinoma of 
the nasopharynx. It is evident that the study 
must be more than casual. Reliance on lateral 
skull films alone will in most instances fail to 
uncover the important changes. As pointed out 
by Belanger and Dyke,° the most significant 
studies are the basal or axial views and our 
experience parallels this. We feel that every 
case must have these special projections, and 
furthermore emphasize that in each instance the 
base of the skull be studied stereoscopically. 
Single films will often be inadequate. Stereo- 
scopic studies will allow one to appreciate rather 
subtle changes in the bones and thus give an 
important clue to the diagnosis. Accessory views 
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are often necessary, especially when petrous tip 
abnormalities are suspected. Confirmation of the 
latter aberrations can best be gleaned from 
anterior-posterior films but posterior-anterior 
projections which place the petrous tips through 
the orbits, give an unobstructed visualization of 
this portion of the temporal bone. Where orbital 
symptoms are present, studies of the sphenoidal 
fissures and optic foramina are indicated. The 
bone changes are chiefly destructive in nature, 
yet one case illustrates the opposite type of 
reaction to the tumor (Fig. 4). This was the 
only instance in our series in which an osteo- 
blastic picture predominated. 

Many of the roentgen abnormalities listed 
will, of course, in no way lead to a correct 
diagnosis. For instance, ethmoidal, sphenoidal, 
or even nasopharyngeal soft tissue abnormalities, 
will not establish a diagnosis of tumor, but any 
or all of these when accompanied by basiocciput, 


Fig. 2 


‘These films demonstrate marked destruction of the basal foramina. Note also the changes along the basiocciput on corre- 
@ponding side. 
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basal foramina or petrous tip destruction, should, 
in our opinion, lead to a diagnosis of naso- 
pharyngeal malignancy. 

The changes which we stress are, of course, 
those secondary to spread of the primary lesion, 
and hence it might be argued that they are rela- 
tively unimportant except from an academic 
standpoint. However, the nature of the lesion 
js such that it is recognized usually only after 
direct extension or lymphatic spread, and x-ray 
study alone can properly assess all the poten- 
tial abnormalities. Furthermore, even though 


the tumor has produced alarming signs and 
symptoms, it is highly radiosensitive. It is not 
our purpose to discuss the treatment at any 


Fig. 3 
Changes in the petrous tip shown in the _posterior- 
anterior projections. 
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length. Martin,’ and Graham and Meyer’ have 
pointed out that the lesion is amenable to irradia- 
tion and that surgery plays little or no role in 
definitive treatment. Many patients, despite 
clinical and roentgen evidences of metastases, 
can be greatly benefited by properly adminis- 
tered therapy. The soft tissue as well as the 
bone lesions may show prompt response to 
irradiation with dramatic amelioration of symp- 
toms and significant prolongation of life (Fig. 8). 


The foregoing discussion points up very 
clearly the necessity for complete cooperation 
between clinician, pathologist and radiologist. 
The chief burden often falls upon the latter, 
for it may be his clue that leads to more inten- 
sive search for a primary source. To play his 
part more effectively he must understand the 
problem thoroughly. It is singularly rewarding, 
indeed, to unravel a complicated clinical picture 
through the medium of x-ray shadows, and 
even more gratifying to be able to administer 
the therapy which may significantly benefit the 
patient. 


Reproductions showing osteoblastic bone response. Lower 
right film shows increased density about sphenoidal fis- 
sure. Lower left demonstrates increased density in petrous 
bone and marked enlargement of foramen ovale. 
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CONCLUSIONS 


(1) The anatomy of the nasopharynx is dis- 
cussed, with special reference to the modes of 
spread of lympho-epithelioma and transitional 
cell carcinoma. 
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(2) The clinical features of nasopharyngeal 
lympho-epithelioma and transitional cell care. 
noma are described, emphasizing the varied pat. 
tern of neurologic, lymphatic, nasal, ocular and 
auditory complaints. 


Fig. 5 
Roenigenograms showing pulmonary and femoral metastases. 


Fig. 6 


These films demonstrate a large area of calcification in region of sella and above. Note also marked destruction of sella. 
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(3) The roentgen changes are described, with 
stress upon the most common findings of de- 
struction of the basiocciput, the basal foramina 
in the sphenoid bone, and the petrous tip. Also, 
the high incidence of soft tissue changes in the 
basal airway is pointed out. 

(4) Complete roentgen studies are urged, with 
particular attention to the stereoscopic views of 
the skull base. 

(5) Lympho-epithelioma and transitional cell 
carcinoma are amenable to irradiation, both at 
the primary site in the nasopharynx and at the 
sites of extension and metastases. 
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DISCUSSION (Abstract) 


Dr. Maurice Greenfield, Miami, Fla—In spite of our 


information about this tumor for many years, we still 


see the great majority of these cases in the advanced 
phase of their disease. In 1931, New described 194 
cases, 185 of which had been treated by their physi- 
cians for a multitude of conditions which involved 
either the upper respiratory tract, the sinuses, or the 
ear. We see almost the same high percentages of ad- 
vanced disease in lympho-epithelioma. 


The statistics on presenting complaints, which I saw 


Fig. 7 


Films showing the mastoid changes which, coupled with clinical symptoms, led to operation. Fig. 2 is the axial view made 


on the same patient later. 
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for the first time this morning, are in accord with our literature was that in January, 1948, in Radiology, by 


own experience. Informally, a little over a year ago, 


Graham and Meyer, who reported twenty-six cases and 


I reviewed the cases that had been treated at Walter ended with a conclusion similar to that which the 
Reed General Hospital between 1942 and 1946, inclusive. author presented this morning, that these cases have 
There were thirty-one cases, and in spite of the fact to be examined very thoroughly with stereoscopic 
that these were soldiers and officers who had access mento-vertex skull films, and that, furthermore, every 
to early and good medical care, the same high per- case of metastatic carcinoma involving cervical nodes, 
centage of advanced disease presented itself in these in which the primary tumor cannot be found, should 
patients. have a thorough examination and radiologic Work-up 


The last report which appeared in the radiologic of the nasopharynx. 


Fig. 8 
Series of films showing evidence of regeneration of bone following therapy, and subse- 
quent recurrence with marked destruction, and involvement of sella. 


There is one other thing that js 
not strictly radiologic that I would 
like to mention this morning and 
that is the use of the nasopharyn- 
goscope. I do not think that the 
radiologists or the radiotherapists 
are trespassing the practice of 
otolaryngology when they train 
themselves in the use of the naso- 
pharyngoscope. It is a very simple 
and useful instrument for pro- 
viding remarkable visualization of 
the nasopharynx. Certainly those 
who are entrusted with the therapy 
of lympho-epithelioma, which is 
exclusively radiotherapeutic, should 
be completely familiar with the 
anatomy and visualization of the 
nasopharynx. 


About six months ago, a patient 
was referred to me for treatment 
of lymphoid hyperplasia of the 
nasopharynx. This was a 62-year- 
year-old man, and on questioning 
him, it became apparent that he 
had been treated with roentgen 
therapy for “metastatic carcinoma” 
of the cervical lymph nodes and 
that the primary tumor had never 
been found. Upon examining the 
patient with the nasopharyngo- 
scope, I discovered a huge tumor 
involving the right side of the 
nasopharynx and almost completely 
occluding the eustachian orifice, 
about the size of a cherry. The 
patient was then returned to the 
referring physician. A biopsy was 
obtained and the diagnosis of 
lympho-epithelioma established, fol- 
lowing which roentgen therapy was 
given. 

We must utilize all avenues of 
approach in the diagnosis of these 
tumors in order to improve our 
radiotherapeutic results. Certainly, 
the earlier we can detect the extent 
and manifestation of this disease, 
the better our results will be. 
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INTRANASAL DACRYOCYSTOTOMY* 


By Witt1aAM L. Bonuam, M.D. 
Oklahoma City, Oklahoma 


Chronic infection of the lacrymal sac and 
obstruction to the drainage of tears into the 
nose is a constant source of discomfort and 
annoyance to the patient. That this is true is 
evidenced by the fact that various methods of 
treatment and surgery for chronic dacryocystitis 
date back through the years to the time of Galen 
and Celsus! in the first and second centuries. 
During the years of evolution of such surgery 
we find that it has resolved itself into an external 
surgical approach as typified by Woolhouse,? 
Toti’ and a host of others, and an intranasal 
approach as advocated by Caldwell,* West,° 
Sauer,© and many more. Mosher modified the 
Toti operation and it was undoubtedly Mosher’s 
influence which aided greatly in popularizing 
the external operation in this country. 

Ellett and Rychener’ state that the infected 
tear sac gives rise to repeated attacks of inflam- 
mation of the eye and acts as a source of infec- 
tion for the operative field if surgery of the eye 
is necessary. Furthermore, the patient has the 
discomfort and annoyance of varying degrees 
of swelling of the tear sac, watering of the eye, 
blurring of vision, and perhaps repeated attacks 
cf inflammation of the eye. Rychener*® says 
that the treatment of lacrymal stenosis by the 
passage of probes into the nose through the 
normal passages of the lacrymal drainage appa- 
ratus has in general given only temporary relief 
while Arruga® advises that if, after several prob- 
ings and irrigations, a cure has not been ob- 
tained, it is difficult to obtain one by repeated 
probing. Surgical removal of the tear sac is not 
the answer to the problem in most cases because 
it does not eliminate epiphora, and it does not 
succeed in the elimination of organisms from 
the conjunctival sac as well as the operations 
designed to re-establish the flow of tears into 
the nose. It would appear therefore that most 
cases of chronic dacryocystitis come to surgery 
and that such surgery should consist in the 
drainage of the sac and the re-establishment of 


“Read in General Clinical Session, Southern Medical Associa- 
bo Forty-Second Annual Meeting, Miami, Florida, October 25-28, 


BONHAM: INTRANASAL DACRYOCYSTOTOMY 


477 


the flow of tears in the nose by the creation 
of an opening above the stricture. According 
to West,’ the intranasal lacrymal sac operation 
is indicated in all the different clinical conditions 
caused by dacryostenosis and dacryocystitis with 
or without dilatation of the sac, in lacrymal 
fistula, in phlegmonous conditions, in epiphora 
of nasal duct origin and in chronic blepharitis 
combined with chronic suppuration of the sac. 


My interest in intranasal tear sac surgery was 
aroused and activated several years ago by one 
of my colleagues, Dr. Tullos O. Coston, an 
ophthalmologist who felt that intranasal dacryo- 
cystotomy was preferable to the external ap- 
proach. Such advantage seems to lie chiefly in 
the absence of an external incision and any 
scar resulting therefrom, for there are some indi- 
viduals, especially women, who would refuse 
surgery requiring a facial skin incision but who 
would readily accept one which leaves no scar. 
Another advantage is that the normal relations 
of the canaliculi and the sac are not disturbed, 
thereby rendering cure of the epiphora more 
likely. Still another advantage, which Dr. Cos- 
ton says is quite an advantage over the external 
procedure is the simplicity. In regard to this, I 
can only say that he has never done the intra- 
nasal operation and I have never done the 
external. However, I have not found the opera- 
tion particularly difficult, even from the begin- 
ning, and I am sure that anyone experienced in 
intranasal surgery can satisfactorily execute the 
various steps of the procedure. 


The technic which appealed to me most, and 
which I have followed in all cases, is that de- 
scribed by Sauer. It may be done under local 
anesthesia as described by him, or under general 
anesthesia using intratracheal gas oxygen and 
ether, or intravenous “pentothal” supplemented 
by intratracheal gas and oxygen. If local anes- 
thesia is used a 0.5 per cent solution of ponto- 
caine is dropped into the eye. The nose is then 
anesthetized by blocking the sphenopalatine 
ganglion and the anterior ethmoid nerves with 
cotton tipped applicators saturated in 2 per 
cent “pontocaine” and epinephrine. Cocaine may 
of course be used instead of “pontocaine.” A 2 
per cent solution of procaine hydrochloride is 
then injected along the lower canaliculus and 
upward toward the top of the sac and downward 
toward the lower end of the sac. Good anes- 
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thesia is essential whether it be local or general, 
and even under general anesthesia intranasal 
hemostasis is secured as in local. 

The punctum is dilated and Bowman probes 
are used to dilate the canaliculus. A Ziegler 
probe is then passed along the canaliculus into 
the sac. With the tip of the probe well against 
the bone the handle is raised to a vertical posi- 
tion and the probe passed to the lower end of 
the sac. The direction of the probe is then 
changed about 45 degrees and it is forced 
through the bony wall just anterior to the mid- 
dle turbinate. This step, while it gives a feeling 
of assurance to see the probe, also permits some 
pus and blood to exude at the site of the incision the wilt nasal 
and if one so desires one may expose the sac cavity. (By courtesy of Dr. W. E. Sauer) 
before opening it. 

The probe is then withdrawn slightly to per- 
mit the making of a vertical incision through 
the mucoperiosteum passing through the point 
of perforation and extending about 1 cm. above 
and below it. With submucous elevators the 
edges are reflected forward and backward, expos- 
ing the bone. A long shank burr 2 mm. in 
diameter operated on an electrically driven 
dental drill enlarges the opening in the bone. 
At this point it is well to change to a 3 mm. 
or 4 mm. burr to continue the bony wall removal 
until an opening 8 to 10 mm. is obtained and 
until the probe passes practically horizontally 
into the nose. 

The Ziegler probe is then removed and a 


Bowman probe is used to push a portion of the Fig. 3 
Vertical incision through the mucoperiosteum. 
courtesy of Dr. W. E. Sauer) 


Fig. 1 
Ziegler probe passed into the punctum and along & Fig. ul sae 
canaliculus as far as the sac. (By courtesy of Dr. W. Electrically driven burr enlarging the opening in the 
Sauer) bone. (By courtesy of Dr. W. E. Sauer) 
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medial wall of the sac into the nose. Biting 
forceps are used to remove as much of the 
medial and lower wall of the sac as possible. 
Irrigation of the sac is performed from the 
canaliculus side. The bony opening is then par- 
tially covered by a semi-approximation of the 
incised mucoperiosteal edges. 


The postoperative course is usually very un- 
eventful and the patient experiences little or no 
pain. The swelling of the tear sac subsides and 
the watering of the eye ceases almost immedi- 
ately. The patient usually leaves the hospital 
within 24 to 48 hours following the operation. 

a Some time within a week secretions and crust 
Fig. 5 
Portion of the sac pushed through the bony opening should be removed from the nose and the sac 
irrigated through the canaliculus. Postoperative 
7 care is continued as long as seems indicated in 
each individual case but healing is usually com- 
plete in 10 days to 2 weeks. Periodic examina- 
tions should be made until one is satisfied that 
a permanent cure has been obtained. If a suffi- 
cient amount of bone and an approximate cor- 
responding amount of the medial wall of the 
tear sac have been removed, one may well expect 
a permanent relief from symptoms. If, however, 


through faulty technic, an inadequate amount 
of bone or sac or both has been removed, it is 
a simple matter to enlarge the opening suffi- 
ciently to insure a permanent cure. 


There is no doubt that there is merit in both 
Fig. 6 the external and the intranasal tear sac opera- 
Bing forceps removing as much as powible of she media tion, Both procedures have the common pur- 
Sauer) pose of draining the sac and re-establishing the 
normal flow of tears into the nose. It is only 
the approach which is different. The advocates 
of either procedure will find merit in the one 
over the other. My chief reasons for recom- 
mending the intranasal operations are as fol- 
lows: 

(1) There is no external incision and no pos- 
sible scare resulting therefrom. 

(2) The procedure is completed without dis- 
turbance of the normal relations of the sac, the 
canaliculi or the skin and this in turn renders 
the normal flow of tears more probable. 


(3) It is probably technically less difficult 
for the rhinologist than the external operation 
is for the ophthalmologist, for Arruga® says that 

Fig. 7 the Toti operation is one of the most difficult in 


Reflected mucoperiosteum brought back into place. (By . P 
courtesy of Dr. W. E. Sauer) ophthalmologic practice. 
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(4) Convalescence is painless and is of short 
duration. 

In my small series of 14 intranasal tear sac 
operations, two patients had bilateral surgery. 
The initial result was complete relief in all but 
one case. In that one, which consisted of bi- 
lateral surgery, the results were good on the left 
but the right sac had to be re-operated upon in 
one month. In the second operation it was found 
that an adequate amount of bone had been 
removed but an adequate amount of sac had not. 
This was easily remedied and relief of symptoms 
was immediate. To date the results of occasional 
intranasal dacryocystotomy, from 1946 to 1948, 
have been most gratifying. 

It has been the purpose of this paper only to 
cite some of the advantages of the intranasal 
dacryocystotomy, to recall the technic of Dr. 
Sauer, using the electrically driven dental burr, 
and to recommend it as a highly satisfactory 
surgical procedure. 
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THE ROLE OF OBSTRUCTIVE 
ENTEROSTOMY IN THE TREAT- 
MENT OF OBSTRUCTION OF 
THE SMALL INTESTINE* 


By Hucu A. Gamste, M.D., F.A.C.S. 
Greenville, Mississippi 


The cause and treatment of intestinal obstruc- 
tion has held the interest of the medical profes- 
sion, both clinicians and investigators, for the 


*Read in Section on Surgery, Southern Medical Association, 
ccc Annual Meeting, Miami, Florida, October 25-28, 
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past fifty years or more. A wealth of material 
has been accumulated by investigators, particy. 
larly relating to the physio-pathological processes 
incident to obstruction of the small bowel, 
The cause of death in uncomplicated intestinal 
obstruction has been definitely established, par. 
ticularly as relating to the upper part of the 
small bowel. It is not due to toxemia from 
absorption of the bowel contents but in the case 
of high obstruction of the small bowel it js 
caused by physiologic changes incident to the 
loss of electrolytes, blood gases and blood plasma, 
It has been conclusively shown that absorption 
from the obstructed small bowel is held in 
abeyance and that not until the viability of the 
bowel wall has been compromised and bacteria 
can migrate to the peritoneal cavity do the con- 
tents of the bowel, per se, have any influence 
upon the death of the individual. This is a most 
important observation; for in obstruction of the 
lower part of the small bowel there are not the 
blood chemical changes which occur in high 
intestinal obstruction and death does not super- 
vene in lower obstruction until the viability of 
the bowel has been compromised and bacteria 
have migrated to the peritoneal cavity causing 
a general peritonitis and septicemia. No patient 
with acute intestinal obstruction, so long as the 
obstruction exists and the bowel lives, dies from 
absorption of the toxic contents of the bowel, 
However, we are most interested in the cause 
of death which formerly frequently followed 
operation for the relief of an obstruction. It is 
our opinion that these cases are of a very differ- 
ent character and belong in a different category 
from those which have died and in which exper- 
mentally the obstruction has not been relieved. 
There are differences of opinion as to why, upon 
the simple relief of an obstruction, a patient who 
is in fair physiological condition will develop 
marked symptoms of profound intoxication and 
die within 8 or 10 hours. It has been claimed by 
Wangensteen and Gatch that the contents of an 
obstructed bowel are no more toxic than those of 
the bowel in health. It has also been shown by 
Whipple and others that in intestinal obstruction 
there is developed a histamine-like substance 
which when absorbed will bring about toxemia 
and the death of the individual. We do not 
endorse at all the views brought forward by 
those investigators who claim that the intestinal 
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contents in acute intestinal obstruction are no 
more toxic than those of normal intestines. We 
are definitely of the opinion that there are 
changes in the bowel contents which render 
them lethal when released into and absorbed by 
healthy bowel. We are also of the opinion that 
the substance found by Whipple or some similar 
toxic substance is present in the obstructed 
bowel and due to the fact that the processes of 
absorption are held in abeyance in obstruction it 
js not absorbed by the obstructed bowel but is 
absorbed as soon as the contents are released 
into healthy bowel. Another factor in the death 
of the individual is the fact that the bacterial 
content of obstructed bowel is greatly increased 
over that of a normal intestine. Thirdly, there 
js an enormous increase in the amount of fluid 
in the obstructed bowel. This altered content of 
the obstructed bowel may produce a most pro- 
found effect upon the individual when released 
into healthy bowel and does cause his death. 

Our clinical observations extending back fif- 
teen years before the laboratory experiments of 
Sperling show that in obstruction of the small 
bowel, absorption is inhibited as the intraluminal 
pressure in the bowel and the diminution of its 
circulation increases. We had convinced our- 
selves definitely that the patient did not die of 
absorption of the contents of the bowel while it 
was obstructed and we have developed the opera- 
tion which we have termed obstructive enter- 
ostomy based upon this conception. 


Prior to 1912 our results in the treatment of 
intestinal obstruction were disheartening. The 
mortality rate in those who had been obstructed 
24 hours or longer was at least 90 per cent. One 
would operate upon a case of intestinal obstruc- 
tion, the patient would seemingly be in excellent 
condition, within the next 6 to 12 hours would 
develop rapid pulse, high temperature, delirium, 
and be dead within that period of time. On 
August 16, 1912, I operated upon a 6-year-old 
child, T. J. Mc., who had been sick for 6 hours 
from an intussusception. The intussusception 
was easily reduced, the operation was of short 
duration and the patient was returned to the bed 
in excellent condition. Eight hours later this 
child was dead with all the symptoms of a pro- 
found intoxication. 


Shortly afterwards, I was visiting the clinic 
of the late Albert Ochsner and one of the cases 
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which he presented was a typical case of intes- 
tinal obstruction which he treated by threading 
the whole of the obstructed bowel on a long 
glass tube completely emptying it, withdrawing 
the tube and suturing the opening in the bowel 
with the remark that without doubt the patient 
would recover. Two out of the next three of my 
cases treated similarly recovered. For five years 
I employed this technic with an approximate 
mortality of 3314 per cent. I was impressed, 
however, by the fact that in threading the bowel 
upon the tube a great deal of trauma was in- 
flicted upon the mucosa as well as upon the 
bowel as a whole. I next tried introducing a 
tube in the bowel and milking the contents of 
the bowel out through it. This still caused undue 
trauma and while at that time, in the early 
1920’s, there had been no investigations made 
as to the inhibition of absorption from the ob- 
structed bowel, I felt that I would try what I 
have termed an obstructive enterostomy. In our 
hands this has given as nearly a perfect method 
of treating cases of intestinal obstruction as one 
could well have. I do not mean to say that we 
have not had deaths from intestinal obstruction, 
but in patients in which this method could be 
employed and was indicated during the past 20 
years we have had a mortalit} rate of approxi- 
mately 7 per cent. 


To show that such a toxemic condition as we 
were confronted with at that time can still occur 
I would cite the case of a friend who, on October 
12, 1947, at about 12 o’clock midnight, operated 
upon a strangulated hernia. At 6 o’clock the 
following morning the patient was dead. In dis- 
cussing the case with me he said that he could 
not understand why the child died, that the cir- 
culation of the bowel was quickly re-established 
and that when he left the hospital the general 
condition was good. No enterostomy was done, 
no provision was made for the prevention of the 
entrance of the contents of the obstructed bowel 
into healthy bowel, nor for draining the ob- 
structed bowel. It was a repetition of the same 
old story of forty years ago. 


Obstructive enterostomy prevents the contents 
of the obstructed bowel from entering healthy 
bowel and also provides for the gradual evacua- 
tion of the contents of the obstructed bowel. 
When the enterostomy tube is first opened, there 
is a gush of fluids, and afterwards for hours there 


— 
9 
le 
m 
se 
is 
ne 
a. 
in 
he 
ia 
ce 
st 
: 
he 
ch 
4 
of 
ng 
nt 
he 
om 
el, 
Ise 
red 
is 
er- 
ory 
ri- : 
ed. a 
sho 
lop 
ind 

by 

an 

of 

by 
ion 
nia 

by 

nal 


482 


is very little drainage except for the escape of 
gas and the relief of gaseous distention. While 
immediately after the relief of the obstruction 
there is an increase in peristalsis, this quickly 
subsides and for a period of hours, varying from 
24 to 96 in our experience, there is little or no 
drainage of the fluid contents of the bowel and 
only gas escapes. This paretic condition of the 
bowel varies in different individuals but is in- 
variably present to some extent and, which is 
important, enables the intraluminal pressure to 
be lessened gradually with the escape of the 
gaseous contents of the bowel. This in combina- 
tion with the fact that no absorption takes place 
from the obstructed bowel is of much importance 
in the prevention of complications in the recovery 
of the patient. 

By obstructive enterostomy we mean an enter- 
ostomy performed for the relief of the intestinal 
obstruction with a tube of sufficiently large di- 
ameter, preferably about one-half of an inch. 
When this is introduced into the proximal loop 
of bowel and held im situ with superimposed 
purse string sutures the lumen of the bowel lead- 
ing from the obstructed portion is completely 
closed, and all contents of the obstructed bowel 
are drained out through the enterostomy tube. 
This material is* not drained off immediately. 
Usually a small amount flows when the tube is 
introduced and, following this, there is ordinarily 
a period of at least 24 to 96 hours before much 
more drainage, after which, when intestinal 
paresis is overcome and peristalsis instituted, 
an enormous amount of toxic fluid is emptied 
out of the bowel. Naturally this long period of 
quiescence upon the part of the intestines has at 
times caused anxiety. I have sat by the patient’s 
bed and for an hour at a time irrigated the 
obstructed loop with normal saline solution with 
little or no results. In the course of time as the 
bowel recovered its vitality and was restored to 
a normal condition, peristalsis began and large 
quantities of intestinal contents were evacuated. 
In one case shown here by actual measurement 
there was over 5,500 cc. of fluid within 24 hours 
following restoration of peristalsis. There is al- 
ways a question as to what effect such drugs as 
pitressin, pituitrin, eserine, and prostigmine, 
have upon these cases. I have employed pitressin 
almost routinely but cannot say that I am con- 
vinced that it has any definite effect in initiating 
peristalsis. So long as other measures are taken 
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to maintain the blood plasma level, the bloog 
fluid level and the electrolytes of the blood to. 
gether with negative pressure upon the sto 
these patients will not die from absorption of the 
contents of the bowel. 


We do not mean to infer that no measures 
are necessary in the treatment of intestinal 
obstruction except obstructive enterostomy, for 
there are many other measures of signal value 
As a matter of fact, we use all of them. We feg| 
that, first, time is of great importance. Upon 
admission of a patient the stomach is emptied, a 
Wangensteen negative pressure apparatus js 
started, glucose and saline are given intrayen- 
ously to restore the electrolytes, and blood trans- 
fusions are given in all cases prior to operation 
and during the operation to restore the blood 
plasma. Oxygen is given routinely. All of these 
measures can be instituted within one hour. The 
same measures are continued postoperatively, 
In conjunction with the obstructive enterostomy 
we employ the open wound method of treatment 


-which I have discussed on numerous occasions, 


I have seen in my earlier surgical practice eight 
cases of spreading gangrene of the abdominal 
wall incident to closing of the abdominal wound 
in operations for intestinal obstruction and the 
death of one of the cases in the series reported 
today was due to this cause. Regardless of how 
meticulously careful one’s technic may be it is 
almost impossible to prevent infection of the 
operative wound with the anaerobic organisms 
with which the bowel contents are teeming. Of 
the 8 cases of gangrene, 4 died. Since leaving 
these wounds open I have had no further trouble. 


To illustrate: a patient’s symptoms began 
about 2 a.m. He was seen by me at 10 a.m. He 
had been suffering excruciating agony all the 
latter part of the night and gave a history of 
having had an appendectomy in 1929. The 
symptoms present were nausea, vomiting, bor- 
borygmus, tinkling sounds in the intestines and 
marked succussion sounds. No x-ray was taken 
in this case. The symptoms were pathognomonic. 


While x-ray is oftentimes of value in reaching 
a diagnosis, at times the x-ray is misleading. | 
wish to call your attention particularly to the 
symptom, succussion sounds. Through all the 
medical literature, I have been unable to finda 
single reference to this sign, but I am sure that 
others have noticed it in connection with inte 
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tinal obstruction. To me it is the most positive 
evidence of obstruction that can be found. It is 
dicited by pressure with the stethoscope on one 
side of the abdomen while one gently, suddenly 
taps the opposite side. If an obstruction is pres- 
ent the slushing sound of fluids in the gaseously 
distended bowel is invariably heard. It is a very 
positive sign of intestinal obstruction. 

In operation for intestinal obstruction the 
anesthetic plays a most important role and un- 
less there are definite contraindications we pre- 
fer to employ spinal anesthesia. There is usually, 

n administration of a spinal anesthetic, a 
marked fall in the blood pressure. Some use 
ephedrine to combat this but for many years 
we have prevented it by the intravenous admin- 
istration of 5 per cent solution of glucose in 
saline in which 1 cc. of epinephrine has been 
added to each 1,000 cc. of glucose before starting 
the spinal anesthesia. It is given at a rate of 
200 to 300 cc. per hour, depending upon the 
blood pressure. We recognize the fact that epi- 
nephrine is evanescent in its effects if given inter- 
mittently. However, when given continuously in 
a drip, it has proven invaluable to us in the 
maintenance of the patient’s normal blood pres- 
sure. This should be begun before the anes- 
thetic is started. A large proportion of these 
cases give a history of having previously had 
an operation and the site of the incision is at 
this point. Otherwise it is placed as near as can 
be determined to the point where the obstruc- 
tion exists. After the abdomen is opened, as 
little time as possible is taken in locating the 
site of the obstruction. It is most easily identi- 
fied by finding the collapsed portion of bowel 
and following it up to the site of obstruction. 
I wish to stress the point that the bowel should 
be handled as gently and as little as possible. 
Trauma to the obstructed bowel is always detri- 
mental to the recovery of the patient. After 
the relief of the obstruction the operation is 
facilitated by emptying a small section of the 
bowel and occluding it with 1/16-inch rubber 
bands. These produce less trauma and are more 
efficient than clamps. It is particularly neces- 
sary not to spill any of the intestinal contents 
and contaminate the operative wound at this 
phase of the operation. The enterostomy tube, 
which should be at least 14 inch in diameter, is 
introduced into an opening in the bowel, sur- 
rounded with a purse string suture which is then 
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tied and stitched to the tube in order to hold 
it in situ. A second purse string is introduced 
above this and the wall of the bowel inverted and 
the purse string suture tied. This practically 
occludes the bowel lumen leading into the 
healthy bowel. The enterostomy tube is brought 
out through a stab wound, whenever possible 
through the omentum. We have never had to 
re-operate in order to close the enterostomy 
opening when the tube was removed. 


As I said above, and repeat because of its 
importance, the type of closure of these abdom- 
inal wounds is important. We had four deaths 
in our early experience from gangrene of the 
abdominal wall originating in the wound of 
operation. It is almost impossible to prevent 
contamination of the wound as the contents of 
the bowel are teeming with anaerobic organisms 
in quantity out of all proportion to what one 
normally finds in the healthy bowel, so that 
the open wound technic is employed in all cases. 


The peritoneum is closed with No. 2 catgut 
suture, mattress sutures of 25-gauge Babcock 
wire are inserted and later tide over rubber 
tubing to prevent disruption, through and 
through interrupted silk sutures are introduced 
through the skin, fascia and muscles and the 
wound is packed with gauze saturated with an 
antiseptic solution. We prefer a 1 to 3,000 
azochloramide, and the sutures are tied over the 
gauze pack. Twenty-four hours later this pack 
is removed. The wound is left open without 
dressings, sutures are not re-tied and a heat tent 
is placed over it. 


Upon opening the enterostomy tube one will 
usually see a spurt of fluid due to a transient 
increased peristalsis. This soon subsides and is 
not usually initiated again for at least 24 hours 
and sometimes for as long as 96 hours. Follow- 
ing the return to bed, efforts are continued 
towards the maintenance of the electrolytes of 
the blood and the bringing back of blood plasma 
to a normal level by the use of blood plasma, 
blood transfusions and 5 per cent glucose in 
normal saline solution. Since the introduction of 
antibiotics, large doses of penicillin are given 
intravenously and intramuscularly, 200,000 units 
in 1,000 cc. of 5 per cent glucose in saline twice 
daily and 50,000 units intramuscularly every 4 
hours. Wangensteen’s negative pressure is kept 
up on the stomach. 
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You will probably wonder why I have not 
mentioned the Miller-Abbott tube in this paper. 
First, while decompression of the intestines is 
of value in the treatment of any intestinal ob- 
struction, in those cases in which we are positive 
of a definite diagnosis of acute obstruction of the 
bowels, time is of the essence. That time, 10 or 
12 hours, lost in attempting to pass a Miller- 
Abbott tube has been known to determine the 
fate of the individual. The Miller-Abbott tube 
has its place in the treatment of threatened 
intestinal obstruction, particularly following op- 
erations, but in cases of definitely determined 
obstruction, there is no place for it. Every hour 
lost is just so much to the disadvantage of the 
individual. 

To Summarize.—In the treatment of obstruc- 
tion of the small bowel, whether one uses an 
obstructive enterostomy alone or whether one 
employs it in connection with resection of a 
gangrenous bowel where it is just as definitely 
needed, there are several definite indications to 
follow: 


(1) Do not delay operation. Every hour’s 
delay lessens the chances for the patient’s re- 
covery. 

(2) Empty the stomach of any contents and 
maintain negative suction throughout the period 
of operation. 

(3) Before operation attempt to restore the 
electrolytes and blood plasma to as nearly a 
normal level as possible. It does not take much 
time. 

(4) Handle the bowel as gently and as little 
as possible, as trauma to the bowel can result 
in fatal complications. 

(5) Use a large enterostomy tube, preferably 
¥, inch in diameter, completely to obstruct the 
distal loop of bowel. 

(6) Always use the open wound treatment, to 
prevent the possibility of anaerobic infection of 
the abdominal wound. 

(7) Continue the administration of glucose, 
blood transfusions, vitamins and oxygen as long 
as the patient’s condition and the laboratory 
findings indicate it. 

(8) Continue the Wangensteen decompression 
of the stomach postoperatively. 

(9) Realize definitely the fact that following 
relief of the intraluminal tension on the ob- 


SOUTHERN MEDICAL JOURNAL 


June 1949 


structed bowel, peristalsis ceases after a few 
strong contractions, contrary to the views of 
many investigators. It is usually Not reinstated 
for 24 hours and may remain quiescent as long 
as 96 hours without any undue harm. 
According to the latest reports! obtaj 
the following are the average mortality rates: 


Year of Report No. of Cases (Per Cent) 


Brill 
Smithies 
Vick 
Wangensteen and Paine __. 
Wangensteen alii. 


1929 
1929 
1930 
1932 
1932 
1932 
1932 
1933 
1938 


McKittrick and Sarris 
Leigh, Nelson and Swenson 
Lewis, Shapiro and Vaughn 


‘Schlicke, Barben and Dixon 


Dennis and Brown 1942 


From 1928 prior to 1940 the death rate varied 
between 26 and 61 per cent, according to this 
compilation. From 1940 to date it varied from 
13.3 to 21.8 per cent. This lowered mortality, 
in Wangensteen’s! opinion, is due to decom- 
pressive measures. 

This report today is based upon a series of 
one hundred and thirteen consecutive cases of 
obstruction of the small intestine, occurring in 
the practice of my brother, Dr. Paul Gamble, 
and me at the White and Colored King’s Daugh- 
ters Hospitals from February 1, 1927, to date. 
In this series of 113 cases there were 9 deaths, 
or a mortality rate of 7.9 per cent. 

Since 1940, dividing this series up into two 
periods similar to Wangensteen’s division, we 
have treated 52 cases of obstruction of the small 
bowel; 23 at the White King’s Daughters Hos- 
pital with no deaths, and 29 at the Colored 
King’s Daughters Hospital with two deaths; or 
a mortality rate for this period of 3.7 per cent. 

We believe that this low mortality rate is due 
not only to the employment of decompressive 


1. Wangensteen, Owen H.: Intestinal Obstructions. Coase 
page 255. Springfield, Illinois: Charles C. Thomas, Publisher. 
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measures, the open wound treatment of the po- 
tentially infected abdominal wound, the use of 
antibiotics, and of measures to maintain the 
water level of the blood, blood plasma and 
electrolytes; but it has been maintained over a 
period of twenty-one years because of the em- 
ployment of the operation of obstructive enter- 
ostomy. 

These operations embrace the whole category 
of obstruction in the small bowel, from strangu- 
lated hernias of all kinds, intussusceptions, 
volvulus, strangulated obstructions of other 
types, and simple obstructions from adhesions. 


Some of these cases were of a duration as 
long as 96 hours, and many were gangrenous 
bowels, necessitating resections. 

While this series of 113 cases is not a large 
number, it represents work done over a 21-year 
period and compares favorably with the com- 
pilation of Wangensteen in point of numbers for 
individuals reporting; and we feel that it demon- 
strates unquestionably the life-saving value of 
obstructive enterostomy in the treatment of ob- 
struction of the small intestine. So much so has 
this been the case with us, that it has practi- 
cally removed entirely the former trepidation 
with which we approached the treatment of any 
case of intestinal obstruction. 


DISCUSSION (Abstract) 


Dr. Walter C. Jones, Miami, Fla—I have had no 
experience with the use of the enterostomy tube as Dr. 
Gamble has used it. He has reported the lowest mor- 
tality rate which has been obtained so far, in treatment 
of intestinal obstruction. 

I shall limit my discussion to my own method of 
management of intestinal obstruction. The most impor- 
tant thing in the treatment of intestinal obstruction is 
early diagnosis. That is undebatable and our textbooks 
in past years have been responsible to a great extent for 
the late diagnoses in intestinal obstruction. 

A case which has acute colicky pain associated with 

nausea and vomiting and, upon examination, shows 
hyperperistalsis with the occasional high pitched sound 
(usually associated with previous operative work), 
should be handled surgically. 
: I agree thoroughly with his preoperative management 
in all these cases. Early diagnosis before the later 
symptoms of obstruction will give a mortality rate 
which is considerably under the present rate. 

Unfortunately, the later signs of obstruction are the 
ones which are more evident and more hazardous. If 
Wwe wait for distention in the high obstruction, the 
patient will be dead before there will be any evidence 
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of distention. In the lower ileum obstructions mod- 
erate distention occurs early, but that sign should not 
be an early sign of acute intestinal obstruction. 


Unfortunately, in years gone by, there has been the 
feeling that fecal vomiting was a sign of intestinal 
obstruction. Fecal vomiting is a sign of impending 
death. Of course, any evidence of peritonitis means 
the condition has gone to a late stage. As Dr. Gamble 
brought out in his paper, no peritoneal involvement 
is shown until there has been permeation through the 
walls of the intestine, by the bacteria. There is one 
exception to this, and one which we should bear in 
mind. Local tenderness in the early cases of obstruc- 
tion means that there is already a loop which is 
occluded, with vascular disturbance, and this demands 
that there be immediate surgery. 

I follow Dr. Gamble almost entirely in the pre- 
operative management of the cases. In late cases fluids 
should be replaced, electrolytic balance brought back to 
normal, and blood and plasma administered in order 
that the patient may be in the best possible condition 
for surgery. 

Deflation from above is of great value, but it can 
be most hazardous. Perhaps some men are able thor- 
oughly to differentiate the loop which is showing early 
changes from a vascular standpoint, from that which is 
not; but I think it is rather a close line. If we are 
depending entirely upon suction, we may end with one 
of these loops occluded, as shown in Dr. Gamble’s pic- 
ture here, which will erode through or go on to a 
rather marked peritonitis while we are trying to deflate 
the abdomen from above with the Miller-Abbott tube. 
I use it but I think it should be employed with a 
great deal of caution. It can be used in debilitated 
and toxic cases to get them in condition for operative 
treatment. 


I have had no experience with the delayed closure of 

the wound. I agree that there is great hazard in late 
cases. 
The only experience I have had with enterostomy is 
in the cases in which there is gangrene. If gangrene 
is present, I do not attempt to do a primary anasto- 
mosis. I do a resection of the area involved and 
Lahey’s type of operation. We have treated about three 
such cases with satisfactory results. : 

They respond beautifully as you have shown with 
your enterostomy. The hazard comes in the large amount 
of drainage which is present. Because of the proteo- 
lytic action of the drainage, the irritation becomes 
acute if one does not close the cases early. 


Dr. Frederick J. Waas, Jacksonville, Fla—Dr. Gamble 
has described the physiopathologic processes incident 
to obstruction of the small bowel which I think are 
generally accepted. 

As to the question of preventing the contents of the 
obstructed bowel from entering the healthy bowel, it is 
my impression that since peristalsis is in a forward 
direction, the bowel itself makes the effort not to allow 
the contents to enter reflexly. If one waits 24 hours or 
more after the enterostomy has been established, it is 
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presumed that one is waiting for peristaltic activity 
to cause the contents to move to the site of the 
enterostomy. I am inclined to intestinal intubation; 
whether one uses the Miller-Abbott tube, the Cantor 
tube or the Harriss tube is a matter of choice. I feel 
in such instances that intestinal intubation will accom- 
plish the same purpose. 

The question arises as to the indication for surgery. 
We all agree that mechanical obstruction is a surgical 
problem, but many of us have seen patients, especially 
those past sixty years of age, in a seriously moribund 
state. In these intestinal intubation is most useful until 
the patient has been adequately rehabilitated for surgery, 
as has been emphasized by Dr. Gamble. Many of us 
also have had occasion to operate upon patients whose 
bowel wall was so friable that, although resection was 
indicated, any manipulation for the formation of an 
enterostomy would lead to tears and possible peri- 
tonitis. In these cases medical decompression would 
be preferable. 

The question of delayed closure is most important. 
I was influenced by a previous presentation years ago 
by Dr. Gamble in his delayed closure in ruptured gan- 
grenous appendicitis, and I have used it with excellent 
results. However, I think in this day and time of the 
antibiotics and chemotherapy that our indications for 
delayed closure will be markedly lowered. The incidence 
of symbiotic infections has been markedly lowered by 
the use of these drugs. 

I must stress again in the management of these cases 
the importance of proper pre- and postoperative prepara- 
tion. The choice of anesthesia is important. It should 
be determined by the age, site and degree of obstruc- 
tion. As Dr. Gamble says, spinal anesthesia probably 
has its advantages. However, in my work we are 
getting very good results with sodium “pentothal” 
supplemented with curare. Dr. Gamble mentioned diag- 
nostic signs. I feel that one should emphasize the 
importance of a scout film of the abdomen in the 
diagnosis of intestinal obstruction, as it will give much 
information as to the site, extent and degree of ob- 
struction. 

I am impressed with Dr. Gamble’s description of 
obstructive enterostomy. The enterostomies that I have 
been doing have been of the Witzel type. 

Dr. Gamble (closing).—I wish to assure Dr. Waas that 
I do not feel there is very much disagreement between 
us upon the value of decompression. It is more upon 
the time consumed in inaugurating it. I am fully 
aware of the advantages of decompression, but when 
dealing with acute intestinal obstruction time is of the 
essence. My experience with the Miller-Abbott tube has 
been that more often than not difficulty is experienced 
in introducing it and much valuable time is lost. Some- 
times as much as from 12 to 24 hours has been lost 
in this way. The tube is started, introducing it inch by 
inch. After a few hours the patient is taken to the 
x-ray room and the tube is found coiled in the stomach. 
It is pulled partially out and started again, and the 
same process repeated ad infinitum. More recently I 
have employed a tube with mercury in the sac to 
facilitate its entrance into the duodenum. In one un- 
fortunate experience the sac ruptured, the mercury 
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escaped into the bowel and its substance was totally 
absorbed. The obstructive symptoms were relieved but 
the patient died 2 weeks later from an acute nephritis 
which at autopsy was found to be mercurial in origin 

The Levin tube introduced into the stomach with q 
Wangensteen apparatus for decompression is a very 
satisfactory means of decompressing the upper gastro. 
intestinal tract, and accomplishes a great deal in the 
time that would have been wasted in introducing a 
Miller-Abbott tube. 


The less the bowels are handled during operation 
for obstruction, the better it is for the patient, Any 
trauma inflicted can set up complications of a most 
serious character. When I first began to practice sur- 
gery the mortality rate in acute intestinal obstruction 
was around 90 per cent. In 1913 I saw Dr. Albert 
Ochsner treat a case of intestinal obstruction by 
threading the bowel upon a long glass tube and com- 
pletely emptying. the obstructed segment. I immediately 
obtained a supply of glass tubes and my mortality 
rate fell to 33 per cent. However, there was always 
definite evidence of trauma to the lumen of the affected 
bowel after it was threaded upon this tube. Hemor- 
rhagic areas would show in the bowel wall and the 
mucosa was abraded. In order to circumvent this we 
next simply introduced a large rubber tube into the 
bowel, fastened it in with a purse string suture and 
milked the contents of the whole of the obstructed 
bowel out through the tube, afterwards closing the 
opening into the bowel. The milking process is, of 
necessity, traumatizing in its character and ultimately, 
in 1920, we came to the point where we simply intro- 
duced a large enterostomy tube about % inch in 
diameter into the distal end of the obstructed bowel 
and held it in place by superimposed purse string 
sutures making no effort to empty the bowel. 


Other measures, of course, were necessary. The pa- 
tient ordinarily dies from loss of blood plasma, blood 
electrolytes and a lowering of the water level of the 
blood. All these should be restored to as nearly the 
normal condition as possible. If we cannot obtain blood 
for transfusions we use blood plasma, but we prefer 
whole blood. The electrolytes and water level of the 
blood are restored by the use of glucose in normal 
saline. If intestinal obstruction is treated early, before 
toxic substances have formed in the obstructed bowel, 
it may not be necessary to employ an enterostomy 
such as we have described. But for any cases that 
have lasted over 18 to 24 hours I would not, on any 
account, fail to employ this method of treatment. 

Obstructive enterostomy has given the lowest death 
rate of any means of treating acute intestinal obstruc- 
tion that we have ever employed. Since 1940, we have 
treated 64 cases of definite, complete obstruction of the 
small bowel in this manner. There have been 2 deaths 
or a mortality rate of 2.1 per cent. Wangensteen, in his 
latest report, taking 1940 for the year in which decom- 
pression became used more generally, had a death 
rate of 13.6 per cent. I am of the opinion that the 
differences between our death rate of 2.1 per cent and 
his 13.6 per cent is due almost entirely to the employ- 
ment of obstructive enterostomy in the treatment of 
this type of patient. 
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THE DOCTOR’S HEART* 


By Lowry H. McDaniet, M.D. 
Tyronza, Arkansas 


I have chosen as the subject of my address 
the unusual title “The Doctor’s Heart.” It is 
our idea as well as other physicians prominent 
in Southern Medical circles that the chairman’s 
address before some Sections should be of the 
inspirational type or in the words of the laity 
“something for the good of the order.” 


The subject, “The Doctor’s Heart,” is to be 
approached from a different viewpoint from that 
ordinarily heard in a scientific program. Instead 
of a discussion on the frequency of cardiac dis- 
ease in the physician, too often brought about by 
the strains of overwork, lack of sufficient rest 
and relaxation, exposure, anxiety over the condi- 
tion and prognosis of his patients, long and 
irregular hours and habits, we wish to discuss 
the spirit, the ideals, the enthusiasm, the ethics, 
the soul, that inexplainable something that makes 
the noble physician ever carry on in spite of 
obstacles that would dampen the ardor or stop 
any man who did not have “The Doctor’s 
Heart,” or some other human dynamo to inspire 
him to serve his fellow-man. 


One of the greatest characters in sacred his- 
tory said, “Out of the heart come the issues of 
life.” The speaker will bring out, that out of 
“The Doctor’s Heart” come the will, the power, 
the stamina, to surge forward in medicine’s and 
humanity’s struggle against disease and death. 

Much has been said about the strain imposed 
on the doctor’s heart by the practice of his pro- 
fession. The reference is usually to the physical 
organ. The doctor’s heart of which I speak em- 
braces the intellect, the sensibilities, the inten- 
tions and conscience. In a deep, time-tested book 
which most of us revere, it is written that the 
heart thinks, meditates, reasons, doubts, be- 


lieves and understands. All of these are func-' 


tions of the mind, hence the heart of which I 
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speak includes the intellect. This same book 
also says the heart fears, hates, deceives, sus- 
pects, loves, trusts, sorrows, rejoices, and for- 
gives. These are functions of the emotional 
nature so the heart includes the sensibilities. 


The great literature of the world, sacred and 
profane, refers to the heart as something which 
purposes, rebels, conquers, surrenders or stands 
steadfast. These are functions of the will, so the 
term heart includes all of man’s intentions. But 
that is not all. This capacious word includes 
something within us that may be made callus or 
kept tender, something that can restrain, ap- 
prove, or condemn. These are functions of the 
conscience, so the doctor’s heart of which I 
speak embraces that celestial spark called con- 
science. 


Now, having seen that the heart includes the 
mind, will, emotions and conscience, it is easy 
to see that as long as the doctor keeps his heart 
up he is a winner, and that when he loses heart 
he has lost everything. Bacon, the philosopher, 
was never wiser than when he said: 


“All human actions take their color from the complexion 
of the heart just as the landscapes take their changing 
hues from the light.” 


Out of the doctor’s heart comes the power to 
triumph over failures, weariness, lack of appre- 
ciation, lack of remuneration and all sorts of 
discouragement. The years take their toll of the 
body; the heart is all we have that we can keep 
forever young. The ancient Norsemen said that 
“vain is the strong oak in our ships, without 
strong hearts in our men.” One day the poet, 
Longfellow, read the words in the Book of 
Proverbs ascribed to King Solomon, “Keep thy 
heart with all diligence for out of it are the 
issues of life,” and made it the basis of an inspir- 
ing poem. Everywhere in life, everywhere in 
human relations, everywhere in man’s conduct 
toward his fellow-man there stands towering that 
great truth: 


“Out of the heart are the issues of life.” 


May I not tell you a true story, for truth is 
always stranger than fiction, that aptly describes 
the noble physician who puts service to humanity 


on 
st 
iy 
ge 
“| 
Mis 
q 
ar 
ye 
is 
h 
4 
of 


488 SOUTHERN MEDICAL JOURNAL 


above personal gain or glory. The story has it 
that a very fine person who was a doctor lived 
in the suburban section of the city of New 
Orleans. He did a great deal of practice for the 
poor French people of that city. But he did not 
always reside in the suburban section and cer- 
tainly did not have his office out there. He 
had his office in one of the most up-to-date 
office buildings in downtown New Orleans for 
some years and enjoyed one of the very best 
practices in the city. His patients during that 
period of his life were from the richest families 
in that city. He made large amounts of money 
and saved a great deal of it. 


He was a Christian gentleman. He became 
very much interested in the poor of the city and 
began by giving a part of his time and ability 
to the poor who could not pay him. As time 
went on, he gave more and more of his time 
to the poor and often neglected his other prac- 
tice. His paying practice began to leave him. 
He, in time, lost his paying practice and began 
to spend his savings. He moved his offices into 
less expensive space in the office building, and 
later on moved into still less expensive space and 
finally moved his offices out in the suburban 
section up over a corner grocery store with steps 
on the outside of the building leading up to his 
offices. His practice then was almost all charity. 
He had a sign printed on tin and tacked on the 
lifts of the steps leading up to his office. The 
sign read “Dr. M. E. Moffett, office upstairs.” 
He never tried to stage a comeback with the 
rich. He finished his mission on earth with the 
poor who paid only small and occasional fees. 
He died wholly without funds and was buried in 
an unmarked grave. 


A group of the poor but appreciative people 
for whom he had rendered valuable service, 
headed by a poor woman for whose son he had 
performed an operation and corrected a club 
foot, went about trying to collect funds to pur- 
chase a small marker for his grave. They worked 
long hours and hard to this end, but could not 
get enough money to erect even the most modest 
marker, so this lady for whom he had performed 
the operation on the foot of her son conceived 
the idea that she would go back to the store 
over which his office had been located, which 
building was then vacant both upstairs and 
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down, and take a portion of the old steps ang 
take them to his grave as a marker. This she did 
with the aid of two small boys. 

She took an old hand saw and sawed off a 
section of the steps and nailed two upright pieces 
on the steps and took that section of the steps 
to his grave and set it up at the head of the 
grave. On the topmost lift of this section of the 
steps was one of the tin signs which read, “Dr, 
M. E. Moffett, office upstairs.” He had moved 
his office from over the little old corner 
to that “office upstairs.” I have little doubt that 
this story will apply some day to many if not 
all of the physicians in attendance here today, 

I know of a man whose hobby is unique and 
unusual oriental tapestries. He has a piece that 
he prizes above all others. Throughout the de- 
sign of this tapestry there is a strand of brightest 
crimson. The history of this tapestry is this. It 
was made by a Persian girl, who was deeply in 
love with a young man. Her family had died 
while she was very young, leaving her little or 
nothing. His family preferred and looked for a 
more favorable match for him. While not work- 
ing at making carpets, as others of her family 
had done before her, this girl busied herself with 
this tapestry to give to the one she loved. When 
in the design she came to a certain strand, in- 
stead of camel’s hair, she used hair from her 
head, and then dyed it with her own life’s 
blood. 


As the tapestry grew larger and larger, she 
seemed to be waning away, as it became redder 
and redder, she became paler and paler. Then 
one night when it was finished, she stole out and 
spread this tapestry dyed by her own life’s blood 
over the one whom she loved while he slept, to 
keep him warm. 

I know a profession, composed of men like 
you and like me, who know and love men and 
women and boys and girls, who have woven a 
tapestry of character in their life’s blood, think- 
ing not of themselves, but of those who call them 
to serve, men who have dedicated themselves to 
a life of service to a suffering humanity, men 
who as the days come and go give of their best, 
and then in the end, when life’s sun is low, can 
look back down the long path they have ascend- 
ed, with the satisfaction that they have given 
their life’s blood in order that others might live. 
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There are professions and professions, but 
none more noble than the one you are a part of. 
Through tireless days and nights you have been 
as devoted to your profession as the North Star 
has been in its course through the heavens. Had 
you not have been, research, discoveries and the 
advancement of medical science would be where 
they were a hundred years ago. And, with the 
rapid increase of the world’s population, men 
and women would not have been afforded the 
opportunity of bringing to pass the world’s 
advancements, necessary with the increase of the 
world’s population. 

The first attempt to dig the Panama Canal 
resulted in failure, not because of a lack of man 
power, nor machinery, but because medical sci- 
ence was not employed to keep men on the 
project from dying like flies. The second effort 
of this gigantic undertaking was successful, for 
the simple reason that man power was joined 
with medical science; the two working together 
accomplished this great engineering feat. Mark 
you well, had it not have been for these two 
great elements working together, such a task 
would never have been successful. And thus it 
has been all back down the stream of time, and 
thus it shall be as long as men shall labor and 
love on this earth. 


“Out of the heart come the issues of life.” I 
mean simply this, that which flows or passes out 
of the heart signifies the true worth, the true 
value of any man. It tells what he is and what 
he stands for. Values are often overlooked; for it 
is too often that we value a man by what he 
possesses. I would remind you, “that a man’s 
life consisteth not in the abundance of the things 
which he possesses.” I am happy that our pro- 
fession does not value the man according to the 
number of his dollars. Dollars do not mean 
character, the greatest of all jewels; dollars 
have no place for heroic efforts, nor for service 
given nor devotion to duty; they have no way 
of expressing the long hard hours spent in help- 
ing men and women from death into life. Not 
dollars, but the heart that pulsates in a breast 
of love is the driving force that carries the 
noble physician from one sacrifice to another and 
by the same token from one crowning glory to 
another. 


George Elliott, in the “Mill On the Floss,” 


gives the legend of St. Ogg. Ogg was a boatman 
who gained a scant living by carrying pas- 
sengers across the river Floss. One evening when 
the winds were high, there sat moaning on the 
river’s bank a woman with a child in her arms. 
She was clad in rags, and there was a worn and 
haggard look on her face. She begged to be 
rowed across the river. Others bade her wait till 
morning, and asked her why she desired to cross. 
Ogg came to her and said: 


“T will ferry thee across; thy need is most urgent and 
thy heart above all desires it.” 


Battling with all of his power against the wind 
and waves, he ferried her across. As she stepped 
ashore, her rags were changed into a robe of 
flowing white, her face became exceedingly 
beautiful, and her brow was hallowed with a 
light, like the brightness of the moon, until it 
cast a silvery light upon the water. 

She said: 


“Ogg, thou art blessed in that thou didst not question 
the heart’s need, but wast smitten with pity and didst 
straightway relieve the same. Henceforth whosoever 
steps into thy boat shall be in no peril from the storm, 
and when it puts forth to rescue, it shall save the lives 
of men and beast.” 


When the floods came many were saved by the 
blessing on the boat. 
The legend goes on: 


‘“‘When Ogg’s spirit was parted from his body, his boat 
slipped its mooring at the river’s bank, and went drift- 
ing rapidly to sea with the tide, until it was seen no 
more. Down the years in times of storm, a phantom 
boat might be seen in the river. At the oars sat Ogg, 
and in the prow a woman dressed in a robe of flowing 
white, and around her a halo of light, like the bright- 
ness of the moon, that cast a silvery light upon the 
water. As the toilers saw this vision of the phantom 
boat and the Madonna, their arms were made strong 
and their hearts brave for the work of rescue.” 


I like to compare the every day general practi- 
tioner with his heart of gold, with “The Doctor’s 
Heart,” if you please, to the good Saint Ogg. 

I feel that I do no violence to truth when I 
say that the Southern Medical Association’s be- 
loved secretary who has been stricken while in 
harness after thirty-five years of duty to South- 
ern medicine has also acquired, partly from 
association but mostly because that spark of love 
for his fellowmen was already there, this human 
dynamo of goodness that we today call “The 
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Doctor’s Heart.” After this meeting may we not 
grasp his hand a little more firmly, a little more 
warmly to show our appreciation for his past 
successes in steering our Southern Medical to 
its present eminent position as the outstanding 
medical association of our land. 


Let me tell you another story and I am 
through. A group of American tourists in Dub- 
lin, Ireland, passed three workers, each at a rock- 
pile, scattered along the roadside a block apart. 
In order to make a happy conversation, a tourist 
said to the first man, “My good man, what are 
you doing?” Without looking up, and mur- 
muring, Pat said, “Breaking rock.” As he ap- 
proached the second man, the tourist again plied 
his question, and the answer from Mike was 
that he was working for the equivalent of a dollar 
a day. As he approached the third man, who 
seemed to be watching his rock, rolling it over 
in his hands and measuring distances as he 
worked, the tourist said, “My good man, what 
are you doing?” And the laborer replied, “Build- 
ing a cathedral to the glory of God.” I like to 
ponder over that true story and realize that the 
noble physician who is ever alert to serve his 
fellow-man is constantly “building a cathedral 
to the glory of God.” 


My friends of the profession, we, the physi- 
cians of our Southland, have an obligation to 
uphold, an obligation to those great men of 
medicine whose lives and services stand out 
brightly in our history. We pledge ourselves to 
be true to the ideals of Frank Vinsonhaler, the 
greatest name in Arkansas medicine, Turner 
Wootton, Sid Wolferman, also of Arkansas, Craw- 
ford Long of Georgia, Marion Sims of Alabama, 
Walter Vest of West Virginia, Irvin Abell of 
Kentucky, Frank Boland of Atlanta and his 
neighbor, Stewart Brown of Royston, Georgia, 
Dean Robert Wilson, Sr., of South Carolina, 
along with those other two great souls of the 
Palmetto State, Adams Hayne of Columbia and 
W. L. (Buck) Pressly of Due West, South Caro- 
lina. 


The mention of one name instantly makes 
five more flash in our minds: Rudolph Matas of 
New Orleans, E. H. Cary of Dallas, W. D. Hag- 
gard of Nashville, Jeff Miller of New Orleans, 
Seale Harris of Birmingham, Wm. S. Halsted, 
Hugh Young and Howard Kelly of Baltimore, 
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R. L. Sanders and J. B. McElroy of Memphis, 
W. S. Leathers from Mississippi and Tennessee, 
W. H. Anderson and Felix Underwood of Missis- 
sippi, C. C. Bass of New Orleans, and W. ¢. 
Gorgas of Alabama. 


Will you forgive me for becoming personal 
when I list five other noble physicians in whose 
breast there pulsated a heart of purest gold, L. A, 
Yarbrough and G. B. Gillespie of Covington, 
Tennessee, A. G. Henderson of Imboden, 
Arkansas, Edward C. McDaniel of Tyro 
Arkansas, and J. L. Baird of Marked Tree, 
Arkansas. Intimate association with this last 
group prompts me to compare them favorably 
with that previous group of great and noble 
physicians. 

I like to name those great souls in whose breast 
there pulsated that tender, that mysterious, that 
unfathomable “doctor’s heart.” I could name 
many others in that group just as deserving 
who are not mentioned for lack of time, that 
group of men who answered the call of duty to 
palace and hovel alike, that group of men who 
heard secrets and confessions not breathed to 
other mortals, that group of men who were often 
called upon to whisper consolation to a poor 
suffering soul on the brink of this earthly silence, 
that group of men who labored through love 
under a system we know as medical ethics, the 
ideals of which are not surpassed by any organi- 
zation, religious or otherwise, that system which 
in its ultimate analysis is but a continuation of 
the Sermon on the Mount by the Great Physi- 
cian, that One who ever directs the internist’s 
diagnosis or the surgeon’s hand. Gentlemen of 
the profession, if every physician here rededi- 
cates his life to the ideals of those great men 
named a moment ago, this meeting has been 
well worthwhile. 


May we daily and hourly answer the call of 
duty to our fellow-man in pain or sorrow. May 
we ever be alert lest we overlook some wound 
that needs to be healed, some bruise that needs 
to be soothed, some fevered brow that needs to 
be cooled, some despondent heart that needs 
to be revived, some troubled mind that needs 
to be cheered. May we sum up our attitude 
as did that great doctor’s poet, Gresham, who 
said: 
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LET ME WALK WITH THE MAN IN THE ROAD 


‘Tis only a half truth the poet has sung 
Of the “house by the side of the way;” 
Our Master had neither a house nor a home, 
But He walked with the crowd day by day. 


And I think, when I read of the poet’s desire, 
That a house by the road would be good; 

But service is found in the tenderest form 
When we walk with the crowd in the road. 


So I say, let me walk with the men in the road, 
Let me seek out the burdens that crush; 

Let me speak a kind word of good cheer to the weak 
Who are falling behind in the rush. 


There are wounds to be healed, there are breaks we 
must mend, 
There’s a cup of cold water to give; 
And the man in the road by the side of his friend 
Is the man who has learned to live. 


Then tell me no more of the house by the road, 
There is only one place I can live. 

It’s there with the men who are toiling along, 
Who are needing the cheer I can give. 


It is pleasant to live in the house by the way 
And be a friend, as the poet has said, 

But the Master is bidding us, “Bear ye their load, 
For the rest waiteth yonder ahead.” 


I could not remain in the house by the road 
And watch as the toilers go on; 

Their faces be clouded with pain and with sin, 
So burdened, their strength nearly gone. 


Til go to their side, I’ll speak in good cheer, 
I'll help them carry their load; 

And I'll smile at the man in the house by the way, 
As I walk with the crowd in the road. 


Out there in the road that goes by the house, 
Where the poet is singing his song; 

Tl walk and I’ll work midst the heat of the day, 
And I'll help falling brothers along. 


Too busy to live in the house by the way, 
Too happy for such an abode; 

And my heart sings its praise to the Master of all, 
Who helps the Doctor to serve in the road. 


THE USE OF AEROSOL “BENADRYL” 
IN BRONCHIAL ASTHMA* 


By Louis L. FrrepMan, M.D. 
Birmingham, Alabama 


The therapeutic and palliative results achieved 
with the systemic administration of the various 
available antihistaminic preparations in cases of 


*Received for publication November 30, 1948. 
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bronchial asthma have been disappointing. 
Equivocal and discouraging results are far more 
numerous than clinical successes when these 
agents are used systemically. This route of 
administration usually fails to translate the bene- 
ficial pharmacologic properties of the antihista- 
minic drugs into comparable clinical benefits 
for the asthmatic patient. It is the purpose of 
this communication to render a brief prelim- 
inary clinical report on the results achieved with 
the use of aerosol “benadryl” (diphenhydramine 
hydrochloride) in twelve cases of bronchial 
asthma. 

The patients range from four years to fifty- 
three years of age. Nine of the twelve patients 
studied had been treated previously with various 
antihistaminic preparations systemically either 
singly or in combination with other currently 
popular therapeutic measures. In seven of the 
nine patients, systemic treatment failed to pro- 
duce any detectable clinical benefits. The other 
two patients in this group experienced great 
symptomatic relief. Three of the twelve patients 
had not been treated with antihistaminic drugs. 

Three of the patients have suffered from 
asthma for nineteen, twenty-two and twenty- 
five years, respectively. Only the last of these 
three had not had the experience of a clinical 
trial with any of the antihistaminic drugs. 
Innumerable antihistaminic preparations were 
tried in the other two patients and all failed to 
produce noticeable benefits. 

“Benadryl’* solution containing 10 milli- 
grams per cubic centimeter was used exclusively 
in this study, and the aerosol was delivered by 
means of a nebulizer? From ten to fifteen 
minims of this solution was administered in 
each treatment. In the presence of significant 
infections, penicillin or other antibiotic agents 
were added to the aerosol solution. 


All of the twelve patients studied were bene- 
fited by this therapy. Acute attacks were easily 
terminated and, frequently, with as little as seven 
to eight minims of the aerosol. Prophylactic use 
of the drug in this fashion has either entirely 
prevented acute attacks or increased the interval 
between attacks and decreased their severity. 
The treatment is unusually free of undesirable 


*“Steri-vial benadryl,’ manufactured by Parke, Davis & Com- 
pany, Detroit, Michigan. 
tVaponefrin Company, Upper Darby, Pennsylvania. 


i 
|| 
| 
i 
q 
q : 
| 
4 
ve 
u 
q 
| 
i > 
q 
7 
— 
i 
4 
3 
t 
g 


492 


side reactions. Two patients experienced head- 
aches, and one complained of a peculiar taste 
and dry sensation in the mouth. So far no 
resistance has developed following the prolonged 
use of aerosol “benadryl.” Two patients, how- 
ever, following repeated aerosol “benadryl” ad- 
ministration, did require slight dosage increases 
in order to maintain their original level of satis- 
factory symptomatic improvement with this form 
of anti-asthmatic therapy. 

The action of the drug usually manifests itself 
in eight to ten minutes. Dyspnea is relieved 
promptly. Wheezing is much diminished or dis- 
appears entirely. Tenacious pulmonary secre- 
tions become more watery. As a result, useless 
exhausting cough is converted to a productive 
cough which eventually subsides completely. 


SUMMARY 


(1) Twelve patients with proved bronchiai 
asthma were treated with aerosol “benadryl” 
and all were benefited by this therapy. 


(2) Seven of these patients experienced dra- 
matic improvement with aerosol “benadryl” 
therapy after practically complete failure of this 
and other antihistaminics when administered by 
various systemic routes. 


(3) Two of the patients studied responded to 
both aerosol and systemic administration of 
“benadryl” on different occasions. 


INDUSTRIAL PNEUMONITIS* 


By T. H. DeLaureat, M.D. 
Lake Charles, Louisiana 


Pulmonary diseases constitute a large percent- 
age of the cases that the average physician treats. 
For the doctor who is not in private practice, 
lung diseases constitute a relatively small per- 
centage of his work, but disease of the lungs 
is an important branch of medicine. In addi- 
tion to the common causes of lung disease that 
we encounter, such as the bacterial infections, 
the industrial surgeon is confronted with many 
additional problems. He must have a knowledge 


*Read in Section on Industrial Medicine and Surgery, Southern 
Medical Association, Forty-Second Annual Meeting, Miami, Flor- 
ida, October 25-28, 1948. 
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of the existing gases, fumes, smokes, and dusts 
about a given plant. An accurate diagnosis js 
imperative. 

The importance of accuracy lies mainly in the 
value of preventive measures to avoid recy. 
rences, and elaborate and expensive measures 
may have to be taken depending upon the 
recommendations of this physician. 

The subject of pulmonary disease in industry 
can hardly be covered in the short time allotted 
today. For convenience I have divided the sub- 
ject under two main headings: (1) traumatic 
injuries, and (2) pneumonitis, or inflammation 
of the lungs. 

The first problem is a surgical one and we 
will not discuss it. The second group, the 
medical category, is classified as acute lung 
irritants and as chronic lung irritants. The com- 
mon lung infections are not included in this 
classification. Among the acute irritants the 
following are probably the most commonly en- 
countered: 

(1) Ammonia 

(2) Sulphur dioxide 

(3) Nitrous fumes, mainly nitrogen dioxide 

(4) Fluorine, as hydrogen fluoride 

(5) Chlorine, usually as hydrogen chloride 

(6) Hydrogen sulfide 

(7) Methyl bromide 

(8) Cadmium fumes 

(9) Ozone 
(10) Metal fumes (fever resulting from in- 

halation of finely divided particles of 
metal oxide) 

In the aforementioned group, I have consid- 
ered only those substances which are irritant to 
the lungs and not the ones that are absorbed 
into the system through the pulmonary appa- 
ratus causing little or no lung irritation. The 
symptoms resulting from exposure to the, above 
usually occur soon after contact and are mani- 
fested by irritation of the upper respiratory 
tract, coughing and occasionally cyanosis. In 
the case of nitrogen dioxide and cadmium, 
paroxysms of cough and chest pains are some- 
times delayed as late as twenty-four hours. The 
severity of symptoms and pathologic changes 
depends upon the concentration in the atmos- 
phere and the duration of exposure. As a rule, 
the symptoms are acute, of relatively short dura~ 
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tion, no permanent damage results and the 
period of disability lasts from a few days to two 
or three weeks. Overwhelming exposure to these 
chemicals, which is usually only accidental, 
hence rarely encountered, results in more serious 
trouble. In extreme cases asphyxia and sudden 
death may result. If the patient survives the 
initial symptoms and no complications develop, 
a complete recovery is expected. The pathologic 
condition encountered usually consists of a 
hyperemia with varying degrees of edema. The 
more serious exposures, that do not die, may 
result in a great degree of emphysema due to 
destruction of the alveolar wall. Only in very 
severe cases, as in warfare, do they become 
liable to repeated pulmonary infections. 


TREATMENT 


There is no specific treatment for any of the 
acute irritants. Victims of exposure to ammonia, 
sulfur dioxide, hydrogen fluoride, hydrogen 
chloride, hydrogen sulfide, cadmium fumes and 
ozone, should be removed from the area of 
exposure, their clothing should be removed and 
the body should be thoroughly washed. Arti- 
ficial respiration should be instituted if neces- 
sary, respiratory and cardiac stimulants admin- 
istered and carbon dioxide and oxygen started. 
Nitrogen dioxide victims should be put to bed 
for at least twenty-four hours and venesection 
performed if cyanosis and venous engorgement 
are evident. Methyl bromide patients are re- 
moved to the open air and oxygen is adminis- 
tered for twenty-four hours. Metal fume fever 
patients are treated as one would influenza. 


In the category of chronic lung irritants, 
that group which develops pulmonary changes 
as a result of long years of exposure, the fol- 
lowing are the most frequently encountered: 

(1) Silicosis 

(2) Asbestosis 

(3) Beryllium 

(4) Anthracosilicosis 

This group, though less dramatic in symp- 
toms at the onset, presents a serious problem 
after it has fully developed. Usually, miners 
expectorate most of the inorganic dust that is 
inhaled. The remaining particles are phago- 
cytized to the lymphatic islands throughout 
the lungs, and nodules are formed as the result 
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of a chronic irritation which is set up. These 
nodules eventually coalesce resulting in the large 
bizarre shadows noted on chest x-rays of these 
victims. In spite of the marked changes noted 
on x-rays, the majority of these patients present 
no symptoms. As a rule they are no more sub- 
ject to lung infection than others. Some ex- 
treme cases with advanced pulmonary fibrosis 
develop varying degrees of cough and dyspnea. 
Some may even manifest cyanosis. The victim 
of silicosis in an advanced stage is more prone 
to develop pulmonary tuberculosis than the pa- 
tient in the other three groups. 


TREATMENT 


There is no specific treatment for the chronic 
lung irritant patients. Aluminum dust has been 
tried and many favorable reports are on record. 
The councils of the A.M.A. have not yet put 
their seal of approval on this type of treat- 
ment. Oxygen is indicated in advanced cases 
with dyspnea. 


Silicosis and Tuberculosis. — Because of the 
many cases claiming permanent disability as the 
result of exposure to acute and chronic lung irri- 
tants, it is imperative that the industrial sur- 
geon familiarize himself with all the facts of the 
case, as frequently some intercurrent illness may 
cause symptoms which might have been attrib- 
uted erroneously to an old, non-active pulmonary 
disorder. 


The task of accurate diagnosis rests upon the 
shoulders of our industrial physicians. Proper 
interpretations of signs and symptoms of ill- 
nesses caused by gases, fumes, smokes, and dusts 
will directly affect the preventive measures 
necessary to avoid such diseases. Adequate 
prophylactic measures are our only salvation in 
combatting these industrial ills for some of 
which we have no cure. 


DISCUSSION (Abstract) 


Dr. Fritz LaCour, Lake Charles, La—I would like 
to comment upon the use of oxygen in the emergency 
treatment of industrial pneumonitis. It is most difficult 
to administer oxygen adequately without specialized 
equipment in the form of inhalators and resuscitators. 
There is a marked inadequacy of this type of equip- 
ment in industry and in those institutions treating 
relatively significant numbers of these types of casualties. 
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DERMATOLOGIC PROBLEMS IN THE 
ALLERGIC CHILD* 


By Ratpu Bowen, M.D.t 
and 
Manuet G. Bioom, M.D.* 
Houston, Texas 


Each time we see a severely eczematic infant 
we are reminded of our good friend, Dr. Jay 
Russel of Denver, Colorado, who looks the 
mother in the eye in such cases and says, “Pray 
tell, how did you find me in this city where 
there are over 400 other physicians?” 

As Bain! says, “Parents of children with 
eczema are renowned professional wanderers, 
going from doctor to doctor in hope, and leaving 
in despair. One’s failures ‘go the rounds’; one’s 
successes are likely to attain an exaggerated 
importance.” It, therefore, behooves the pedia- 
trician, dermatologist and allergist to pool all 
facts regarding this type of child because the 
majority of cases are a true challenge during 
their first two years of life. Many later develop 
hay fever, and at least 50 per cent will have 
asthma.!’ It must also be remembered that 
irrespective of therapeutic procedure there is the 
cyclic phase, usually worse in the winter months 
followed by improvement during the summer. 
These children have been labeled by Stokes? as 
the eczema-asthma-hay fever (E.A.H.F.) com- 
plex. 

Infantile eczema is a “waste paper basket” 
diagnosis covering several entities. Atopic 
dermatitis is the one most frequently encoun- 
tered. These are the infants who have an 
inherited or acquired hypersensitivity to ingested 
foods or inhaled substances and, as a result 
thereof, develop dermatitis. 

This atopic dermatitis is an eczema response 
superimposed upon one of six major types of 
skin. 

(1) Normal 

(2) Dermatitis venenata susceptible 

(3) Seborrheic diathesis 


*Read in Section on Pediatrics, Southern Medical Association, 
erueens Annual Meeting, Miami, Florida, October 25-28, 


tAssociate Professor, Department of Medicine, Baylor School of 
Medicine, Houston, Texas. 


tInstructor, Department of Dermatology, Baylor School of 
Medicine, Houston, Texas. 
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(4) Pyogen susceptible 
(5) Ichthyotic 

(6) Urticarial responsive or any combination 
of two or more of these. 


(1) Atopic Dermatitis on Normal Skin 


Atopic dermatitis on normal skin presents 
involvement of the face (excluding the eye. 
lids) and neck, and the elbow, wrist and knee 
flexures by a dry scaling on a slightly erythema. 
tous, lichenified base. Itching is moderately 
severe and scratch marks and excoriations are 
always present, because these children spend 
much of their time rubbing and scratching. 
Characteristically, the process can change within 
a few hours into an intensely pruritic, oozing, 
edematous eczema. This child usually presents 
a rather typical picture. He is overactive, over- 
demanding and self-centered. And, unless he 
has been starved by too strict a diet, he gives 
the appearance of good nourishment although 
the skin is flabby to touch and pasty in appear- 
ance. Later in life the child develops an expres- 
sionless face accentuated by the leathery quality 
of his skin. The history on these children fre- 
quently discloses a familial background of 
asthma, hay fever, and eczema. Laboratory 
study usually reveals nasal eosinophilia and a 
moderate increase of blood eosinophils. 


Skin Testing.—Skin testing is of very little 
value in children under twelve months of age. 
In very severe cases it may be necessary to 
employ passive transfer tests, but in the main 
this procedure is only of “museum importance.” 


Food Factors.—Many of these cases will per- 
sist in spite of all dietary manipulation; never- 
theless, a complete appraisal of foods and 
inhalants is indicated. Always remember that 
rickets and scurvy can develop when supple- 
mentary foods have been removed and no sub- 
stitution made. 

Empirically, we consider milk, wheat, and 
egg as offenders until proven otherwise. It 
should be noted that over 80 per cent show a 
positive skin test to egg, although less than 20 
per cent experience an increase of symptoms 
when fed egg. In severe egg cases, only capon 
or rooster meat can be used because even hen 
meat will cause a flare-up. 

Milk.—We first try evaporated milk, often 
boiling it for 4 hours in the can as suggested by 
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Dr. Kerley in 1926. From a practical point of 
view we have not found goat milk substitution of 
great value since there are many cross reactions 
between cow and goat lactalbumin. This was 
substantiated by Hill® who found in 44 eczema- 
tous infants presenting positive scratch tests to 
cow lactalbumin that 25 gave identical reactions 
to goat lactalbumin. Furthermore, contrary to 
Dr. Ratner,> we have never found a true milk 
sensitive patient who could handle evaporated 
milk in any form. In true milk cases it is better 
to use a milk-free food, such as “mull soy,” 
“sobee,” “‘allerteen,” ‘“‘or nutramigen.” How- 
ever, many children on soy bean mixtures will 
have considerable gas distension and diarrhea. 

Swift’s baby meats diluted to “bottle” con- 
sistency are excellent milk substitutes in certain 
cases. 

Vitamins.—Citrus fruits are omitted at least 
temporarily, and crystalline vitamine C substi- 
tuted. But, we have even seen occasional cases 
of intolerance to the crystalline vitamin C. Ia 
a few other cases, the excipients may be the 
offender. A good substitute is “cecon” which is 
a 10 per cent solution of ascorbic acid in pro- 
pylene glycol. As a source of the oil soluble 
vitamins, we have had the least trouble with 
“provatal,” a sesame oil solution of provitamin 
A (carotine) and vitamin D (irradiated ergos- 
terol). 

Cereals—We usually give a pre-cooked cereal 
such as oatmeal or barley. In our experience 
“pablum” has not been the universal hypo- 
allergenic cereal claimed by some. 


Vegetables. — Cooked vegetables should al- 
ways be used, and it is better to offer a single 
vegetable feeding in preference to mixed vege- 
tables. Food rotation as proposed by Drs. Her- 
bert Rinkel and Carroll Pounders is frequently 
of value. In general, the diet for a child under 
1 year should contain (Glaser‘) : 

(1) Milk or milk substitute as indicated. 

(2) One pure cereal such as oatmeal or barley. 

(3) Two vegetables (carrots and string beans). 

(4) Two fruits (apple and pear). 

(5) One meat (capon or rooster). 

(6) Vitamins A, D and C. 

Remember, you are treating a growing baby and 
not a skin test report; always give an adequate 
diet. In the event the child is breast fed the 
mother’s diet must be considered. 
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Unsaturated Fatty Acids——For the past 14 
years, the infantile eczema problem has been 
considered by Hansen, McQuarrie, Stoesser and 
others as being related to the metabolism of 

unsaturated fatty acids. These investigators 

feed their patients linseed oil, corn oil or lard. 

Their reported results are encouraging. Perhaps 

their results are good because their cases were 

well selected, for in the hands of most workers 

to date, the use of unsaturated fatty acids has 

not proven efficacious. Dr. Hill® said so in his 
recent paper and our clinical findings confirm 
this. However, we urge that every case of 
infantile eczema be given one of the unsatu- 
rated fatty acids for at least a two-week trial 
period. 

Environment.—Make every effort to use only 
soft cotton materials on and about the child. 
Avoid woolen and silk materials and exclude all 
animals 100 per cent. Limit toys to those made 
of plastic or unpainted wood. Absolutely avoid 
stuffed animals. In many cases, the mattress 
should be covered with an impervious material. 

Psychological Measures.—Frequently, we find 
ourselves dealing with an hysterical mother, a 
father worn out by loss of sleep, and an intel- 
ligent looking baby who is quite well and happy 
except for the skin eruption.’ It is, therefore, 
most important to assure the parents that their 
child’s condition is not contagious, that there 
will be no scars, that the baby is otherwise 
healthy. In other words, give reassurance to 
help the family compose itself. Also tell them 
that the record of their child is available to any 
other physician, for in so doing, “wandering” 
may be minimized. 

Attention to the Child’s Psychotherapeutic 
Needs.— 

(a) Try to eliminate any insecurity producing factors 
in the child’s home life. 


(b) Advise overprotective parents to give the child 
more leeway. 


(c) Avoid competitive activities both at home and at 
school. 


(d) Institute non-competitive outdoor activities fol- 
lowed by adequate rest periods. 


(e) Train the child to be self-reliant. 


General Measures.— (1) Reduction of total 
caloric intake at the expense of carbohydrates 
often improves the patient. The reason for this 
may be: 
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(a) Decreases fluid retention and thereby 

improves skin tone. 

(b) Return to normal weight improves child’s 

general health and resistance. 

(c) Corrects a “skin diabetes” (Urbach).!? 

(d) But be careful not to starve the child. 

(2) Avoidance of, or hyposensitizaton to in- 
halant allergens. 

(3) The empiric use of thyroid in small doses. 

(4) Generalized ultraviolet light exposures. 
Treatment with one of the inexpensive home- 
type lamps gives excellent results. 

(5) No x-ray therapy. Permanent skin dam- 
age and even x-ray skin cancer have been ob- 
served in adults who received x-ray treatments 
for their infantile eczema. There is absolutely 
no justification in the ritualistic use of x-ray 
for its transient improvement of atopic eczema. 

(6) Judicious use of anti-histamic drugs such 
as “benadryl’!* or “pyribenzamine” will help 
control cases of mild itching. Other sedation 
is justified in extreme cases. 

(7) Under no circumstances vaccinate infan- 
tile eczema cases against smallpox during the 
acute stage, because serious or fatal consequence 
may result. However, there is no contraindica- 
tion to immunization against diphtheria, whoop- 
ing cough or tetanus. 

(8) The frequent use of antibiotics is to be 
condemned, as pointed out by Ratner.’ In cases 
of severe infection one may be justified in using 
sulfonamides, penicillin, streptomycin, or tyro- 
thricin, but remember that they are potential 
sensitizers. 

(9) In all cases be sure to exclude scabies 
because too often the physician has overlooked 
this co-existing problem. 

Local Measures. — (1) Scratching, especially 
during the acute oozing stages, must be pre- 
vented even though it may temporarily necessi- 
tate the barbaric technic of tying the child’s 
hands to the sides of the crib. When the acute 
spasm of itching has been overcome, cardboard 
mailing tubes of the proper size slipped over 
the arms to prevent bending of the elbows will 
control scratching. Face masks to protect the 
face from being scratched can be easily made 
from stockinette tubing. In milder cases a sheet 
of waterproof cellophane beneath the head will 
stop rubbing of the face against the pillow. 
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(2) The acute oozing stage is treated by 1:29 
cold Burow’s solution (one teaspoonful “buroso}” 


powder to a quart of water) compresses for thi 
minutes out of every two hours followed by: 


BR (1-2-3 ointment) 
Burow’s solution 


10. 
Anhydrous lanolin 20. 
Plain Lassar’s paste 


Should the oozing not respond after several 
days of the above regime change temporarily 
to 1:500 silver nitrate solution compresses, 


(3) When the oozing has been brought under 
control, change to a tar ointment. One to five 
per cent crude washed coal tar, oil of cade, 
liquor carbonis detergens, or birch tar can be 
added to the 1-2-3 ointment. There are many 
proprietary tar ointments on the market and 
perhaps one is as good as the next. We prefer 
to make our own ointments and gradually to 
increase the percentage of tar as the skin be- 
comes more tolerant. Several warnings should 
be emphasized about the use of tar ointments. 
Such ointments should not be applied to over 
50 per cent of the body at one time and never 
for over twelve hours in succession to the same 
area. The tar ointments should be alternated 
with a creamy preparation such as: 


Ichythol 3 


Nivea skin oil qs. ad. 0. 


In many cases of atopic dermatitis, a tar oint- 
ment has been used which contains % grain of 
mercury to the ounce. 


Blood Protein Depletion in Infantile Eczema. 
—lIn a series of 54 cases of infantile eczema, 
Wolpe? found that 15 (26 per cent) had a 
blood protein deficiency. We agree with his 
suggestion that blood protein levels should be 
determined on all severe cases. When the blood 
protein level falls below 6.0 grams per cent, 
immediate steps must be taken to avoid a nutri- 
tional crisis. In such circumstances, the follow- 
ing added regime of therapy, modified after 
Wolpe, is suggested: 

(1) Crude liver extract, 10-15 units, twice weekly. 


(2) Intravenous plasma. 


(3) Whole blood transfusions when there is an asso- 
ciated anemia. 


(4) Increase of protein intake by addition of one of 
the hydrolyzed amino acid mixtures to the diet. 
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Evolution of Infantile’ Eczema.—Most infan- 
tile eczema children clear spontaneously before 
the third year in spite of our best therapy. In 
this group there will be a certain percentage 
who at the ages of six to seven and again at 
adolescence will experience a dry flexural 
eczema (neurodermatitis) involving the anticubi- 
tal and popliteal areas. Treatment in this latter 
stage is purely palliative in most instances. 
Strong tar ointments in vanishing cream bases 
afford the best relief. 
RB Crude washed coal tar 
Zinc oxide - 
Anhydrous lanolin 
“Neobase” qs. ad. 


(2) Dermatitis Venenata Susceptible 


If atopic dermatitis occurred only on normal 
skin, the problem would be sufficient. However, 
the other skin types must be taken into con- 
sideration. The child may be a dermatitis 
venenata susceptible. Here the problem is com- 
plicated by the skin’s hypersensitivity to many 
substances. 

Tar, lanolin and the other topical applica- 
tions may produce a dermatitis venenata. If the 
chosen preparation irritates, the child must be 
patch-tested with the various medicaments in 
an attempt to find those which the skin will 
tolerate. 

The child’s room must be kept absolutely 
free of drapes, rugs, overstuffed furniture, wool 
blankets, and fuzzy toys. 

Soap usually irritates these sensitive skins 
and must be avoided. As soap substitutes use 
oil, or one of the proprietary detergents. Some 
of these are excellent for removing crusts and 
ointments. 


(3) Seborrheic Diathesis 


Seborrheic diathesis designates that type of 
skin characterized by overactive sebaceous 
glands. In infants, this activity is not imme- 
diately apparent. However, the child’s parents 
usually present a greasy skin, especially of the 
seborrheic areas (hair margins, central forehead, 
ears, retro-auricular areas, naso-cheek folds, 
presternal, interscapular, and pubic areas) en- 
larged pores, blackheads and, more or less, 
dandruff. The male parent frequently has ver- 
tex baldness. 


Saae 
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Atopic dermatitis occurring on this type of 
skin is likely to be somewhat modified in that 
it also involves the seborrheic areas as well as 
the usual areas of predilection. The atopic 
eczema may here show some of the character- 
istics of seborrheic dermatitis, namely well- 
demarcated lesions with a somewhat yellowish 
greasy scale. On the eyelids the dermatitis may 
extend to involve the eyelid margins. These 
children are prone to develop a resistant diaper 
rash. 

Early therapeutic measures are similar to the 
simple case except that the fat intake should 
be reduced and an increased amount of vitamin 
B complex administered. Thyroid is of greater 
benefit here. Care must be taken to avoid dia- 
per rash by rinsing diapers in boric acid solu- 
tion's just before drying. 

As the acuteness is brought under control, use: 


B Colloidal sulfur 1.0 
Salicylic acid 0.5 
Anhydrous lanolin 3.0 
“Neobase” qs. ad. 30.0 


on the seborrheic areas and 1 per cent aqueous 
gentian violet or 0.5 per cent aqueous bismuth 
violet on the intertriginous areas. 

(4) Pyogen Susceptible 

The pyogen susceptible presents an added 
problem. Sudden, violent, almost fulminating 
attacks of impetigo or furunculosis may occur. 
This contrasts remarkably with the resistance 
to infection shown by the numerous excoria- 
tions found in simple atopic dermatitis. 

The pyogen susceptible may develop serious 
and even fatal systemic complications. The sud- 
den outbreak of pustular involvement requires 
immediate and careful attention. The sulfo- 
namides by mouth or penicillin by injection are 
indicated for severe cases. Locally, 1:10,000 
potassium permanganate baths, followed by: 


B Xeroform or vioform powder — 1.5 
Anhydrous lanolin 3.0 
“Neobase” qs. ad. 30.0 


can be employed. Mercurial antiseptics such as 
ammoniated mercury should be avoided because 
of the great possibility of sensitization. ‘“Baci- 
tracin,” one of our newest antibiotics, in oint- 
ment form has shown great promise in treatment 
of these cases. Chronic cases may require a 
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series of toxoid injections or use of vaccine or 
bacteriophage ointments. 


(5) Ichthyotic Child 

The atopic and ichthyotic child is one of the 
most unfortunate of this group, for even during 
remission of the atopic dermatitis, his skin is 
dry, rough and easily infected. His skin must 
be kept constantly soft by the persistent use of 
greases and oils. An excellent grease is: 
B Salicylic acid 0.6 

Nivea skin oil qs. ad. 120.0 


Thyroid and high vitamin A intake (50-100,000 
U. daily) occasionally help. Their bodies must 
be kept warm. Moving to a hot climate is bene- 
ficial. Pyogenic attacks and the primary atopic 
dermatitis are handled as outlined previously. 


(6) Urticarial Responsive Skin 


Although urticaria and urticarial response are 
not often associated with atopic dermatitis, such 
a combination is exceptionally uncomfortable 
and taxes the physician’s ingenuity in control- 
ling the itching. The offending agent is rarely 
identified (skin testing is absolutely of no value) 
and early treatment must be on an empiric 
basis. In all such cases one must try to elimi- 
nate drug, food, infection, and psychological 
factors. Under the heading of drugs, include 
such frequently forgotten items as vitamins and 
cod liver oil. Never ask the mother, “Do you 
give this child any medicines?” Instead, ques- 
tion about vitamins, preparations used for consti- 
pation, rectal suppositories, nose drops, eye 
drops, the antibiotic group (especially oral peni- 
cillin), cough preparations and sedatives. Pin- 
worm infestation, scabies, malaria, and even foci 


of infection may be the hidden explanation in 
rare cases. 


In this child, more than any other, the dietary 
regime must be carefully watched, for he will 
show no tendency for his atopic dermatitis to 
clear spontaneously before the age of three or 
four years. Understandably, the antihistamine 
drugs such as “pyribenzamine” and “benadryl” 
are of most value here and should be used in 
full therapeutic doses. Greatest of care and 


caution must be taken when the various vac- 
cines are given, for any one of them may pro- 
voke a severe attack, not only of urticaria, but 
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also of atopic dermatitis. The acute exanthems 
are unusually severe in this child and pro 
the unexpected fatalities from measles, mild scar. 


let fever and chickenpox occur in these ing. 
viduals. 


MISCELLANEOUS DERMATOLOGICAL PROBLEMS 
IN THE ALLERGIC CHILD 


Insect Bite Allergy.—Some children when bit. 
ten by the mosquito, ant, bee or yellow jacket 
develop violent urticarial reactions (urticarial 
responsive skin). Cases are on record where 
ant and bee stings have caused death. Many 
of these cases should be considered as a medj- 
cal emergency. Immediately give 4 to 6 minims 
of epinepherin hydrochloride 1-1,000 at the bite 
area, and one of the antihistaminic drugs orally. 


We have several children sensitive to mosquito 
stings who have been afforded good protection 
by giving them a series of mosquito-antigen 
injections. Excellent material is prepared by 


-Dr. Robert L. Benson of Portland, Oregon. 


During the past years we have been interested 
in papular urticaria which we have suspected 
as being related to insect bites. This opinion 
is now confirmed.'® Over 60 proven cases are 
reported as being related to insect bites. 


Insecticides and Repellents.—We have found 
the insect repellent called “612”* to be most 
effective and remarkably hypo-allergic. A few 
drops applied to the child’s ears, wrists, and 
ankles are sufficient to keep mosquitoes away 
for at least two to four hours. 


“Cederene’’t is a household insecticide which 
is apparently safe for the asthmatic and hay 
fever child. It is free of pyrethrum and has not 
provoked any allergic attacks in our practice. 
Lethane 384 is the active ingredient. 


Miliaria (Heat Rash) and Diaper Rashes.— 
The problem of miliaria is encountered in both 
allergic and non-allergic children. When occur- 
ring in the allergic, it is most frequent in the 
child we have termed the “wet sleeper” or one 
who perspires easily. In such cases we believe 
that a small per cent of the so-called heat 
rashes are actually chemical irritations or con- 


*Carbide Carbon Company, New York. 
+Cederene Company, Houston, Texas. 
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tact dermatitis from various grass pollens dis- 
solved in the perspiration. 

These children with miliaria (heat rash) are 
given starch baths (12 cup cooked starch added 
to the tub) followed by: 


RB Menthol 0.25 
Phenol 1.0 
Resorcin 0.6 
Milk of magnesia 20.0 
Zinc stearate 3.0 
Zinc oxide 6.0 
N. F. calamine lotion qs. ad. —---__ 120. 


Addition of 3.6 grams of “xeroform” or “vio- 
form” powder to the above prescription produces 
an excellent remedy for diaper rashes. Allergic 
children suffering from heat or diaper rashes 
should be watched carefully to prevent the occur- 
rence of secondary impetiginous infections. And 
since we are discussing the diaper area, remem- 
ber Glaser’s case’ of dermatitis venenata of the 
buttocks due to allergy to the toilet seat varnish. 


Poison Ivy and Poison Oak Dermatitis.—Poi- 
son ivy (Rhus toxicodendron) and poison oak 
(Rhus vernix) produce almost identical derma- 
toses. Most investigative work shows that they 
possess identical immunologic properties. 


Recently we patch tested 14 cases of poison 
ivy dermatitis with poison ivy oleoresin.!° All 
gave 4-plus reactions. The group was then given 
a course of poison ivy oleoresin!® by mouth. 
After completing this program they were re- 
tested. Eleven cases still presented 4-plus reac- 
tions while the remaining three showed two or 
three plus responses. None was negative. Also, 
in our experience, attempted desensitization by 
hypodermic administration of poison ivy extracts 
was ineffective. In fact, we have made several 
cases worse when the injections were given dur- 
ing the course of the dermatitis. Prophylacti- 
cally, such injections may do no harm but we 
question their efficacy. This same opinion was 
expressed by Dr. Franklin A. Stevens.!! It may 
be that the memory of the “shots” keeps fresh 
in the patient’s mind the need of always avoid- 
ing poison ivy plants. This may be the explana- 
tion of the many reported cases of desensitiza- 
tion to poison ivy. 


SUMMARY 


(1) The diagnosis of infantile eczema must 
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take into consideration the six types of skin 
responses: normal, dermatitis venenata sus- 
ceptible, seborrheic diathesis, pyogen susceptible, 
ichthyotic, and urticarial responsive. 

(2) The management of infantile eczema 
must be directed to: 

(a) Adequate nutrition regardless of skin test 

findings. 

(b) Proper environmental control. 

(c) Local therapy in keeping with skin re- 
sponse, never forgetting that infantile 
eczema cases are frequently “over 
treated.” 

(d) Correction of psychological problems re- 
lated to the child’s environment. 

(3) Skin testing in urticaria and on the urti- 

carial responsive skin is worthless. 

(4) Passive transfer testing is only of “mu- 
seum importance.” 

(5) X-ray therapy in infantile eczema is abso- 
lutely contraindicated in all cases. * 

(6) Insect bite allergy does occur and anti- 
gens are available for the treatment of such 
cases. 

(7) Poison ivy treatment should never include 
oral administration or subcutaneous injection of 
the oleoresins. 

(8) Atopic dermatitis must be considered as 
one phase of a series of problems in an E.A.H.F. 
individual. Each of these problems must be 
treated to get an adequate control of the dis- 
ease. 


Most E.A.H.F. children can be improved. Al- 
most all can be made more comfortable. Few 
can be completely cured. To reinforce this last 
statement, we would like to emphasize that, in 
our Clinical experience, 50 per cent of the chil- 
dren with atopic dermatitis develop asthma and 
20 per cent of the asthmatics give a history of 
having had infantile eczema. 

(9) As has been said by Lewis Webb Hill,® 
“Atopic dermatitis is a disease, contact derma- 
titis an episode.” ‘ 

3509 Montrose Blvd. 
3103 Fannin Street 
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DISCUSSION (Abstract) 


Dr. Carroll M. Pounders, Oklahoma City, Okla— 
Most of the dermatological problems with which I deal 
in allergic children fall within much the same category. 
More often than not there is a history of allergy in the 
families of one or both parents. The condition is gen- 
erally spoken of as infantile eczema and comes on after 
the lapse of a sufficient period of time for sensitization 
to take place. It ordinarily lasts well into the second 
year and is followed in later years by other allergic 
manifestations. The condition is nearly always based on 
food sensitivity but there are many external causes that 
are contributory. Naturally the food that is most com- 
monly at fault is cow’s milk, although by the age of 
six months the average baby is exposed to many other 
foods. They are frequently helped temporarily by some 
change in the feeding only to find that the trouble 
returns after a few days. This sort of thing is repeated 
until every one, including the doctor, is discouraged 
The child continues with his eczema, is restless and un- 
comfortable and sleeps very poorly. Finally he reaches 
the stage where his allergy changes in character and he 
no longer has eczema. Quite often some remedy or 
procedure which happens to be undergoing trial at the 
time is credited for the cure. 

It would be wonderful if some one could stand here 
and say that we have a satisfactory remedy for this con- 
dition, but it is not yet available. It is one of the 
most difficult problems in medicine and one about 
which most doctors feel helpless. Few are willing to 
give the necessary time and patience required for hand- 
ling such cases. If one is willing to go to the necessary 
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trouble life can certainly be made more satisfactory {op 
both the patients and their families. It wij] help in 
their management if one will remember that at this 
age sensitivity may, and often does, develop to 
food that is given repeatedly over a period of time, 
Not knowing this or not keeping it in mind has much 
to do with the unsatisfactory results which are so com. 
mon. The problem can be met only by falling back 
upon Rinkel’s idea of rotation of foods. For most of 
the young patients it is desirable to work out as Many 
as three formulas of different composition and rotate 
these either daily or by feedings. All other foods given 
should be spaced from three to five days between feed- 
ings. Naturally, those foods that increase the symp- 
toms every time they are taken should be eliminateg 
entirely. This sort of feeding, if carried out, will not 
keep them free of symptoms at all times but will help 
get them through the troublesome period with the 
least amount of trouble. 


Dr. Philip M. Stimson, New York, N. Y.—A very sim- 
ple thing to help in solving the problems of some of 
these babies is in the use of patch tests with those 
substances that may be in contact with the baby’s 
skin such as the various soaps and the various oint- 
ments, the mother’s talcum powder, or baby oils. Patch 
_tests are very easily done but I have not heard patch 
tests of this sort mentioned this morning. The mother 
is told to get a fresh piece of white blotting paper and 
cut it into a number of pieces the size of a 50-cent 
piece, and having first selected a clean piece of skin 
on the baby where there is no eczema and, having 
cleaned it with carbona to take the body oils off, she 
should put on a bunch of these patches held with Scotch 
tape perhaps. Under one patch she puts some soap, 
whatever is being used for washing the baby clothes, 
under others the various other soaps, some wool, and 
baby oils. It is very interesting how frequently one can 
get a positive test, particularly to one soap that is 
commonly used. 


A baby gave a positive test to a soap and had rather 
a persistent eczema until the mother stopped washing 
the baby’s clothes with it. The baby was taken to the 
mother’s home one day and was put to rest on the 
grandmother’s bed and later in the afternoon had a 
fiery red cheek. The young mother asked her mother 
how the bedspread had been washed and she said, 
“Why, that is always washed with such-and-such soap,” 
explaining why in that case the baby had this reaction. 

I think patch tests of that sort are of great value. 
They are left on overnight. 


Dr. William R. Reilly, Little Rock, Ark.—I would 
like to put a question and a comment to Dr. Bowen 
about the unsaturated fatty acids that Arild Hansen has 
been using successfully for years. I wonder if the fol- 
lowing is the explanation why other people do not get 
the same results? 


For years he used lard right off the pig from the farm. 
It usually contains a considerable quantity of highly un- 
saturated arachidonic and linoleic acids. Since the war 
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began, I think much of the lard has been hydrogenated, 
and this reduces the amount of unsaturated fatty acid. 
That may be an explanation of why some people might 
not be able to duplicate Arild Hansen’s results. 


Dr. C. H. Farmer, Macon, Ga.—It is of utmost im- 
portance to treat the child. The eczema and allergic 
manifestations are the things that concern the mother 
and give the untoward reactions, psychological reac- 
tions. 

I have seen several severe cases of eczema, that have 
been treated by dermatologists and possibly some pedia- 
triians who have forgotten that the child’s nutrition 
must be maintained. If you can use methods, however 
simple or complicated, to relieve the child as much as 
possible, well and good, but be sure that his hutrition 
is kept in the best possible state and I am sure that 
Mother Nature will come to your rescue eventually. 


Dr. L. E. Daily, Norwich, New York.—Since the use 
of ivory soap is not recommended, what type of soap 
or detergent should be used to wash the allergic child’s 
clothes? 


Dr. Bowen (closing) —A recent survey made among 
36 men doing pediatric allergy bears me out in dele- 
gating passive transfer studies to their proper place, 
for research only. None of these men now employ this 
procedure. After all, a small baby can eat only a few 
essential foods. Next, it is appreciated that skin testing 
for foods gives very little reliable information. Then 
how can we expect such a technic to improve positive 
findings when children of less than one year old have a 
poor reagin mechanism. 


As for the successful therapy with fatty acids, as re- 
ported by Dr. Hansen, this may be because his cases 
have been better selected. However, most workers have 
not been able to duplicate this work. 


Soap in the linens has been mentioned as a possible 
offender. This should certainly be considered. But, as 
a warning, avoid using soap in patch testing since it 
acts as a chemical irritant. 


Let all of us profit from the past mistake in the 
exclusion of some vegetable oils in allergic conditions. 
For years, we, as allergists, have been telling patients 
who presented a positive cotton seed skin test response 
that they should then avoid all cotton seed materials 
as well as cotton seed oil. We have scientific evidence 
now, however, proving that we have been guilty of 
allergic ritual. For recent investigation has proven that 
there is not a single authentic case of cotton seed oil 
sensitivity on record. Let us prove some of our clinical 
impressions, for too often we are reporting opinions 
and not facts. 


We are treating a condition which may vary from 
day to day. When treating infantile eczema we are 
treating not only the child, but also the parents, grand- 
Parents, and sometimes the neighbors. This is a syn- 
drome, when controlled, for which both patient and par- 
ents will be forever grateful. 
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RECENT ADVANCES IN GASTRO- 
ENTEROLOGY* 


By WaLterR R. JoHNson, M.D. 
Asheville, North Carolina 


Advances in gastro-enterology, as in general 
medicine and surgery, have been rapid in the 
past few years and it will be impossible, in the 
limited time at my disposal, to do more than 
mention a few of the important improvements 
in treatment which recently have been devel- 
oped. 

ESOPHAGUS 


Until recently, a diagnosis of carcinoma of 
the esophagus was tantamount to the death 
sentence. Treatment was limited to x-ray 
exposure through multiple portals or to sim- 
ple dilatation of the obstructing tumor. With 
improvements in anesthesia, chemotherapy, anti- 
biotics and the transthoracic approach, venture- 
some surgeons began resecting lesions in the 
lower esophagus or cardiac portion of the stom- 
ach and restoring continuity of the alimen- 
tary tract by intrathoracic esophagogastrostomy. 
This procedure was applicable only to lesions: 
of the lower third of the esophagus until Gar- 
lock! and Sweet? demonstrated that the stomach: 
can be so fully mobilized as to permit resection 
of much higher lesions with immediate restora- 
tion of satisfactory continuity and functior-. 
Now, lesions in almost all portions of the intra- 
thoracic esophagus are subject to surgical extir- 
pation. 

The mortality, at first forbiddingly high, has 
dropped until it averages from fifteen to twenty- 
five per cent. Such a mortality figure is not 
prohibitive when contrasted with the essentially 
hopeless outlook from prevailing modes of treat- 
ment. 

The most discouraging aspect at present is the 
fact that exploration is feasible in less than half 
of the cases seen and resection possible in but 
fifteen to twenty per cent. If improvement is to 
be effected in these figures, it must come as a 
result of earlier diagnosis. We, as clinicians, 
must abandon our attitude of defeatism and 


*Chairman’s Address, Section on Gastroenterology, Southern 
Medical Association, Forty-Second Annual Meeting, Miami, Flor— 
ida, October 25-28, 1948. 


for 
ip in 
this 
time, pet 
uch 
back 
it of 
lany 
dtate 
iven 
eed. 
ated 
not 
help P 
the 
sim- 
of 
lose 
by’s 
int- 
itch 
itch 
her 
and 
ent 
| 
n. 
e. 
ld 
n 
. 
4 


502 SOUTHERN MEDICAL JOURNAL 


attempt to get these patients to a competent 
surgeon before regional and distant metastases 
make resection impractical. A heightened aware- 
ness of the frequency of this lesion plus early 
x-ray and esophagoscopic study should result in 
progressively more favorable surgical results. 


X-Ray Therapy for Cancer of the Esophagus. 
—In our enthusiasm for dramatic surgical pro- 
cedures, we should not lose sight of the fact 
that less than a fourth of patients with carci- 
noma of the esophagus are suitable for resection 
but virtually a hundred per cent can be treated 
by x-ray. Recent improvements in irradiation 
therapy have been evolved in Scandinavia. Niel- 
sen* has treated more than a hundred cases by 
rotating the patient slowly (under fluoroscopic 
control) with the direct beam of therapeutic 
x-rays centered on the esophageal lesion. Un- 
favorable reaction has been minimal, dysphagia 
has disappeared and a majority of those treated 
have been able to swallow until they eventually 
died of metastasis or cachexia. A 25 per cent 
one-year and a 15 per cent two-year survival rate 
have been achieved. In Nielsen’s words: 


“To us, there is no doubt that the difficult task of 
trying to treat esophageal cancer both radically and 
symptomatically will to a very great extent continue 
to be the domain of radio-therapy. All imaginable 
advances of thoracic surgery notwithstanding only a 
small percentage of carcinomas in the esophagus will 
be amenable to surgical treatment, and the number 
of these in which a complete cure will be obtained 
will be smaller still.” 


It would seem that judicious use of both modali- 
ties of treatment should brighten the prospects 
of the three thousand unfortunates who die an- 
nually in the United States from this disease. 


STOMACH AND DUODENUM 


In spite of an enormous amount of clin- 
ical and laboratory research, peptic ulcer 
remains a major problem in gastro-enterological 
practice. Fads in medical treatment come and 
go, enjoying a brief flurry of notoriety in 
the lay press and as speedily returning to 
deserved oblivion. Little of fundamental im- 
portance has been added to the program popu- 
larized thirty-five years ago by Sippy. It is true 
that gastro-enterostomy has been supplanted by 
gastrectomy and that vagotomy, still more re- 
cently, has attempted to replace other forms of 
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surgery, but the basic question, why do ules 
develop, is still unanswered. Do we possess an 
anti-ulcer hormone which protects most of ys 
from ulcer? If so, what happens to it when 
ulcer develops? Any research which attempts to 
answer these questions is of fundamental impor- 
tance and it is for this reason that the hormonal 
studies of Ivy and Sandweiss and their respective 
groups are of interest to all students of peptic 
ulcer. 


Enterogastrone. — All gastro-enterologists are 
familiar with the report of Ivy and associates 
on “The Effectiveness of Parenterally Adminis- 
tered Enterogastrone in the Prophylaxis of Re. 
currences of Experimental and Clinical Peptic 
Ulcer” which was published in Gastroenterology, 
December, 1946. Mann-Williamson dogs were 
shown to be strikingly protected from ulcer not 
only during the course of treatment with entero- 
gastrone (an extract of small bowel mucosa from 


hogs) but in some instances for several years 


thereafter. A series of 58 patients with chronic 
ulcer, 26 of whom received enterogastrone six 
times weekly and 32 but three injections a 
week, were also reported. Conclusions were 
guarded and limited to the statement that: 


“Therapeutic trial of 43 Mann-Williamson dogs, and on 
58 patients suffering from proven peptic ulcer over a 
period of years, has demonstrated the probability that 
the material is effective in preventing recurrences during 
the period of its administration, and for a length of 
time thereafter of a duration as yet undetermined. The 
protection afforded cannot be explained on the basis of 
the action of enterogastrone in inhibiting gastric secre- 
tion, and the true nature of the agent concerned cannot 
be at present defined.” 


Urogastrone. This hormone, isolated from 
urine, contains an anti-ulcer factor named “an- 
thelone” by Sandweiss. This substance injected 
into Mann-Williamson dogs inhibits gastric se- 
cretion and motility as does enterogastrone, and 
has a similar protective action against ulcer 
which normally develops in ninety-eight per cent 
of dogs prepared in the Mann-Williamson fash- 
ion. Not only was protection from ulcer mani- 
fest during the period of active treatment but 
also for long periods of time thereafter. In 
some manner, the hypophysis is implicated in 
the production of urogastrone since this sub- 
stance is no longer secreted after hypophysec- 
tomy. It is not known whether enterogastrone 
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and urogastrone are identical since neither has 
been crystallized. 


Sandweiss and his group® have been treating 
patients with urogastrone and have reported 
encouraging preliminary results. As with Ivy 
and enterogastrone, Sandweiss warns against 
“premature optimism” and says that “more puri- 
fied and more concentrated products are yet to 
be prepared”. . . and that . . .“larger series of 
patients are yet to be treated and observed for 
much longer periods of time” before any posi- 
tive conclusions can be drawn. 


Oral Extract of Pregnant Mare’s Urine.—An 
interesting continuation and extension of this 
pioneer research on hormone therapy of peptic 
ulcer was reported at the May 1948 meeting 
of the American Gastro-enterological Associa- 
tion by Bercovitz, ‘Page and Heffner.’ These 
workers, deducing from Sandweiss’ reports that 
the same anti-ulcer factor found in human preg- 
nancy urine might also be present in pregnant 
mare’s urine, obtained an extract for oral use 
in cases of chronic peptic ulcer. The extract 
has been shown to be wholly inactive from the 
standpoint of estrogenic hormones. Patients 
with intractable ulcer of more than a year’s 
duration and with demonstrable ulcer craters 
were selected for study. The first experiments 
were begun in 1946 and since that time various 
investigators have worked with this oral extract 
of pregnant mare’s urine. Initial results have 
been most gratifying and the evidence to date 
indicates healing in a very large percentage of 
cases, with persistence of healing for periods of 
a year to eighteen months. No figures under 
controlled clinical experimental conditions have 
been released to date but the authors hope to 
have such figures ready for publication in the 
near future. This preliminary report is of intense 
interest to all students of peptic ulcer since it 
gives rise to the hope that a potent hormonal 
substance, orally effective and capable of pro- 
tecting patients from recurrences of ilcer, may 
eventually be developed. 


Vagotomy.—The American Gastro-enterologi- 
tal Association has appointed a committee to 
study the results of the more than five thousand 
Vagotomies which have been done for peptic 
ulcer. It would seem wise to avoid further dis- 
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cussion of this subject until the findings of the 
committee have been released. 


PANCREAS 


The profession is indebted to Comfort and 
associates* who in 1946 clearly defined the 
syndrome of chronic relapsing pancreatitis and 
showed that it was a comparatively common 
condition, though rarely recognized clinically. 
The disease manifests its presence by recurrent 
attacks of acute epigastric pain, fever, nausea, 
vomiting and jaundice. The mid-epigastric or 
right upper quadrant location of pain suggests 
disease of the biliary system and this is the diag- 
nosis most frequently made. Pain is usually 
more protracted than pain from biliary tract dis- 
ease and lasts for days or even for weeks. If the 
true state of affairs is suspected, a transitory 
increase in serum amylase and lipase concen- 
trations may be demonstrated. Temporary glyco- 
suria may also make its appearance. Long or 
short periods of quiescence and good health are 
interrupted by stereotyped episodes of epigastric 
pain. As each successive attack destroys more 
pancreatic acinar tissue, the changes in serum 
enzymes become less marked and evidence of 
deficiency of external pancreatic secretions such 
as steatorrhea and creatorrhea sometimes makes 
its appearance. The progression of inflammation, 
edema, hemorrhage, atrophy and fibrosis in- 
volves islet as well as acinar cells and persistent 
hyperglycemia and glycosuria may accompany 
steatorrhea. Eventually pancreatic calcinosis, 
lithiasis, cyst or abscess formation may super- 
vene and neighboring structures become in- 
volved. Thus, the common duct or the duo- 
denum may become obstructed with consequent 
jaundice or retention vomiting or encroachment 
upon splenic and superior mesenteric veins may 
result in splenomegaly or gross gastro-intestinal 
tract hemorrhage. 


Chronic relapsing pancreatitis is frequently 
associated with disease of the biliary tract but 
this 1946 report was restricted to a considera- 
tion of 29 cases of pancreatitis without asso- 
ciated disease. In the July, 1948, issue of 
Gastroenterology the same authors® reported an 
analysis of 27 cases of chronic relapsing pan- 
creatitis with associated disease of the biliary 
tract and concluded that “the clinical picture, 


“4 
SS an 
ts to 
« 
Ctive 
are 
atess 
Re- | 
eptic 
logy, 
not 
tero- 
from 
rears 
‘onic 
IS a 
were 
hat: | 
d on 
era 
that 
aring 
h of 
™ 
is of 
rom 
‘an- : 
se- | 
and 
icer 
ry 
sh- 
but 

In | 
ec 
me 


- 504 


the pathological physiology, the course of the 
pathological alterations in the pancreas . . . are 
very constant regardless of the presence or ab- 
sence of disease of the biliary tract.” 


Bartunek and Collins!® (October 1947) re- 
ported their experience with 19 cases studied 
at the Cleveland Clinic and McDonough and 
Heffernon!! (June 1948) reviewed the subject 
and discussed 17 patients with chronic relapsing 
pancreatitis seen by the Lahey Clinic group 
during a five-year period (1942 to 1946) at one 
hospital alone. These authors agreed with Com- 
fort that the condition was a clinical entity and 
was sufficiently common to warrant considera- 
tion in the differential diagnosis of any obscure 
case of severe, recurrent upper abdominal pain. 

Medical treatment is limited to individualized 
bland diet, insulin when diabetes develops, re- 
placement therapy with pancreatin if steatorrhea 
becomes manifest and avoidance of alcohol. 
Analgesics and opiates are required during acute 
exacerbations. 


Surgical correction of associated biliary tract 
‘disease, drainage of pancreatic cysts or abscesses, 
removal of calculi from the large pancreatic 
ducts, and cholecystojejunostomy or prolonged 
external drainage of the common bile duct are 
the most helpful procedures at the present time. 
Both sympathectomy and parasympathectomy 
have been utilized to relieve intractable pain and 
partial or total pancreatectomy have also been 
employed in the treatment of this stubbornly 
progressive disease. 

These reports indicate clearly why some pa- 
tients fail to obtain relief from painful attacks 
by removal of an obviously diseased gallbladder 
and why others explored for suspected chole- 
cystic disease are found to have essentially nor- 
mal biliary tracts at operation. The associated 
pancreatic disease which has been the source of 
the symptoms is frequently overlooked, even by 
the surgeon. The inference is obvious: both sur- 
geon and clinician must be more aware of the 
possibility of chronic relapsing pancreatitis when 
confronted with patients suffering from recur- 
Tent epigastric pain of severe degree. 


LIVER 


The world-wide dissemination of epidemic 
hepatitis during the war years afforded an un- 
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paralleled opportunity for study of the acute 
phase of this and related forms of hepatic dis. 
ease such as homologous serum jaundice. The 
high incidence of these conditions in seryicg 
personnel and our benevolent veterans hospital. 
ization program have combined to make follow. 
up studies of late effects of hepatitis possible 
While the large majority of those who develop 
epidemic hepatitis seem to recover completely, 
a certain group continues to have recurrent 
symptoms and disability long after the acute 
phase has disappeared. Recurrences are precipi- 
tated-by increased physical activity or by indulg- 
ence in alcohol. Typical symptoms and findings 
are easy fatigue, anorexia, nausea, right upper 
quadrant discomfort and tenderness, slight jaun- 
dice, hepatomegaly or splenomegaly or both, 
together with varying degrees of abnormality jn 
the results of liver biopsies .and function tests, 
Correlation of symptoms, physical findings, 
hepatic function tests and deep liver biopsy 


- studies has been reported recently by Volwiler 


and Elliott.'? Biopsy specimens have shown per- 
sistence of low-grade hepatitis for several years 
after the acute episode. Progressive hepatic 
fibrosis resulting in the clinical picture of cir- 
rhosis has also been reported as a rare, late 
sequel of infectious hepatitis. It is possible that 
still other forms of disturbed hepatic function 
and architecture may eventually be traced to 
antecedent epidemic hepatitis. 


Treatment of Cirrhosis of Liver—Patek and 
Post’s!3 favorable report on the “Treatment of 
Cirrhosis of the Liver by a Nutritious Diet 
and Supplements Rich in Vitamin B-Complex” 
(1941) has been amply confirmed by a number 
of subsequent studies. Choline and methionine 
have been added to the program by several 
investigators and seem to be of value, particu- 
larly in large, fatty livers. A recent report by 
Labby e¢ alii!* from the Rockefeller Institute 
indicates that the intravenous administration of 
large doses of crude liver extract is strikingly 
beneficial in decompensated cirrhosis. Patients 
treated for six months or longer have shown 
improvement in appetite, in general nutrition, 
in serum albumin levels and in the results of 
liver function tests. Ascites has disappeared and 
a survival rate of 77 per cent in a two-year 
period has been achieved. These are the best 
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results as yet reported from treatment of de- 
compensated cirrhosis. 


SMALL AND LARGE INTESTINES 


A new form of treatment which has resulted in 

tifying improvement in prognosis has occurred 
in the field of gastro-intestinal tract tuberculosis 
and it is to this subject that I propose to devote 
most of my time. Prior to the advent of strepto- 
mycin, the diagnosis of tuberculosis of the 
bowels was a justifiable cause for gloom, since 
mortality was high and complete cure infre- 
quent. Treatment was restricted to attempts 
to close the open pulmonary lesion plus gen- 
eral supportive therapy consisting of high calorie 
and vitamin intake, ultraviolet ray exposure 
to the abdomen, intravenous calcium and other 
palliative measures. All too frequently, surgical 
closure of pulmonary cavities was precluded by 
poor general condition and efforts to improve 
nutrition were doomed to failure by post- 
prandial abdominal distress, anorexia, nausea, 
vomiting and diarrhea. Many individuals had 
far advanced pulmonary tuberculosis and gastro- 
intestinal tract involvement was but additional 
evidence of the inadequacy of bodily defenses 
against the ravages of the tubercle bacillus. 
The gloom surrounding the diagnosis of this 
complication was a natural one and was based 
on the statistically poor outlook for such pa- 
tients. True, a few survived and were restored 
to health after the pulmonary disease had been 
brought under control, but all too frequently 
the development of gastro-intestinal tract tuber- 
culosis heralded the beginning of the end. 


Such was the situation before the discovery 
of streptomycin. Now, if early results are proved 
to be permanent, the picture is entirely differ- 
ent. One can best appreciate the revolutionary 
change in outlook by consideration of an actual 
case history, the first with intestinal tract tuber- 
culosis in which streptomycin was used at the 
Veterans Administration Hospital for Tubercu- 
losis at Oteen, North Carolina. 


The patient, a boy of 23, was admitted in March, 
1944, with diagnoses of far advanced, chronic, fibroid 
tuberculosis, active, with hyperplastic involvement of 
the cecum and endobronchial tuberculosis. Improve- 
ment Was slow because of recurrent attacks of lower 
abdominal pain with associated anorexia, nausea, vomit- 
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ing and fever. The pulmonary lesion eventually stabi- © 
lized but recurrent abdominal symptoms prevented com- 
plete recovery. He was seen by a gastro-enterological 
consultant on August 14, 1946. At this time a firm, 
moderately tender mass the size of a bisected lemon 
could be felt in the right lower quadrant. Review of 
previous barium enema films indicated that a filling 
defect of the cecum corresponding in position to the 
palpable mass had been present since the time of 
admission. Resection of the involved segment of bowel 
was advised, but during preoperative reexamination a 
chest film revealed a definite spread of tuberculosis and 
his sputum, which had been negative for 18 months, 
again became positive. Operation was postponed and, 
shortly thereafter, limited amounts of streptomycin be- 
came available. The patient was selected as a test case 
and for the next 120 days 0.3 grams of streptomycin 
were administered intramuscularly at four-hour intervals. 
The right lower abdominal mass rapidly became non- 
tender and began to shrink in size so that long before 
treatment was finished it had completely disappeared. 
Abdominal symptoms disappeared simultaneously and 
barium enema study revealed no evidence of the pre- 
vious cecal defect. The pulmonary lesions cleared and 
the patient was dismissed as cured in May, 1948. 


The results in this first case were so dra- 
matic that other x-ray positive cases of ileocecal 
tuberculosis were selected for streptomycin 
therapy. Twenty cases have been treated in 
the past two years and, in all, improvement 
has been gratifying. In some instances, all 
symptoms of gastro-intestinal tract dysfunction 
cleared completely in less than a week and in 
all cases in less than three weeks. Anorexia 
gave way to normal or ravenous appetite, ab- 
dominal pain and tenderness disappeared as 
diarrhea lessened and normal bowel functions 
were restored. Fever and cough decreased and 
weight gain, sometimes unbelievably rapid, was 
the general rule. In a few instances all x-ray 
evidence of ileocecal tuberculosis disappeared 
but in most cases, residual scarring and distor- 
tion of the ileocecal segment persisted despite 
complete disappearance of local tenderness and 
irritability. In patients with exudative pulmon- 
ary disease, marked improvement in both gastro- 
intestinal and pulmonary lesions followed the 
use of streptomycin and several of these patients 
have been dismissed as completely arrested. 
Over-all results have been less spectacular in 
those with far advanced pulmonary disease with 
cavitation, persistently positive sputum and 
marked toxemia. Most of these patients had 
experienced a steadily downhill course and had 
been denied the benefits of surgery because of 
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poor general condition; but following the use 
of streptomycin, surgery became feasible and 
some have been restored to health after multiple 
thoracoplastic procedures. A few additional cases 
in this group have refused surgery and, while 
free from gastro-intestinal tract symptoms, are 
bedridden because of advanced pulmonary dis- 
ease. All patients interviewed felt that they 
had been benefited by streptomycin and sev- 
eral stated that they owed their lives to the 
drug. 

Dosage and method of administration of 
streptomycin have varied and the initial dose 
of 0.3 grams at four-hour intervals has now 
been reduced to 0.5 grams twice daily. In six 
cases, the oral route was used exclusively and, 
while results were good, they were considered 
less satisfactory than those obtained from paren- 
teral administration. The present program con- 
sists of 0.5 grams, intramuscularly, twice daily 
for forty-two days. With this dosage, untoward 


effects occur rarely and streptomycin fastness_ 


does not develop. 


It remains to be seen whether further experi- 
ence will be as encouraging as these initial re- 
sults indicate. If so, a new era in treatment 
of gastro-intestinal tract tuberculosis has dawned. 

Para-Amino Salicylic Acid.—It might not be 
amiss to mention at this point the preliminary 
report from Sweden relating to the use of para- 
amino salicylic acid in 22 cases of abdominal 
tuberculosis. The report was highly optimistic 
and all 22 patients were completely or almost 
completely relieved of abdominal symptoms. 
Pain disappeared and the general condition of 
19 improved. Two became worse and one died. 
These were patients whose chances were “hope- 
less or dubious” by ordinary methods of treat- 
ment. The dosage varied from 5 to 14 grams 
of para-amino salicylic acid daily. Further 
study of this compound seems indicated. 

X-Ray Diagnosis of Small Bowel Lesions.— 
A few words should be said about improvements 
in diagnosis of small bowel lesions. Until re- 
cently it was believed that only the proximal 
and distal few inches of the small bowel were 
suitable for accurate roentgenological study and 
diagnosis. Lichtman’s'5 report on 49 neoplasms 
of the duodenum, diagnosed roentgenologically, 
indicates that such lesions are not excessively 
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rare and that they can be diagnosed by 
painstaking work. The publications of Weber 
and Kirklin,!© Golden,!” Schatzki!® and 

et alii,‘ to name but a few, show that roentgen. 
ologists are beginning to devote serious attention 
to the whole of the small intestine and that 
such study is fruitful and is yielding an increas. 
ing number of positive roentgenologic diagnoses, 


PERITONEAL CAVITY 


Schaff and associates*® at the Veterans Ad. 
ministration Hospital, Swannanoa, North Car. 
lina, have been treating peritonitis of various 
types with combined penicillin and _ strepto- 
mycin and feel that the results are superior 
to those obtained from previous methods of 
treatment. A preliminary report, entitled 
“Treatment of Peritonitis with Penicillin and 
Streptomycin,” will soon be published in the 
American Journal of Surgery. The experience, 
to date, includes 37 cases of peritonitis due to 
various causes such as ruptured appendix, rup- 
tured peptic ulcer, ruptured empyema of the 
gallbladder, gross fecal soiling during removal 
of carcinoma of bowel and gunshot wound of 
the rectum. The diagnoses in 26 cases were 
established at operation and in 11 cases by 
clinical impressions alone. In the cases operated 
upon, simple suture of the defect plus removal 
of the diseased appendix or gallbladder was 
carried out. Gross soiling was removed by suc- 
tion or wet sponges and all cases were closed 
without drainage. Penicillin was administered 
in 100,000-unit dosage every three hours day 
and night. Streptomycin was given in 0.4 gram 
dosage every three hours for five doses only 
during the day. The postoperative course was 
remarkably smooth and uneventful and no mor- 
tality was experienced. Similar cases treated 
with penicillin alone sometimes had a more 
stormy and protracted course and, in some in- 
stances, streptomycin was eventually added to 
the program because of unfavorable progress. 
The number of cases studied is as yet too small 
to permit conclusions and it should be remem- 
bered that Crile?! reported 50 cases of peri- 
tonitis of appendical origin treated with 100,000 
units of penicillin every two hours, with but one 
death. Brown and Andrus,?? with the same 
therapeutic program, experienced two deaths in 
42 ruptured ulcers and one fatality in 97 per 
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jorated appendices. Penicillin, in adequate dos- 
age, seems to be highly satisfactory in most 
vases of localized or generalized peritonitis, but 
when mixed infections or resistant organisms are 
encountered, the addition of streptomycin may 
be a life-saving measure. Pulaski et alii,?> after 
utilizing various combinations of treatment in 
63 cases of peritonitis, have this to say: 
“Qn the basis of these preliminary studies, it is apparent 
that streptomycin is not a panacea, yet has a valuable 
in the treatment of peritonitis. Used alone it is 
especially effective in spreading and in localizing types 
of infection without a palpable mass. Used in con- 
junction with penicillin it is effective in many patients 
who fail to respond to penicillin alone or to penicillin 
combined with sulfonamides.” 


Admittedly, it is unscientific to recommend 
shotgun therapy with penicillin and streptomycin 
when the causative organism and its sensitivity 
factors are unknown, but the family of a patient 
saved from a peritonitis death will not chide us 
excessively because of our failure to treat the 
patient scientifically as long as we treat him 
successfully. Since many of us are forced to 
institute treatment without adequate bacterio- 
logic control, it is futile to maintain that anti- 
biotics should not be used unless sensitivity tests 
have been performed. dn the light of our pres- 
ent knowledge, it seems logical and practical, 
when faced with peritonitis, to use large doses 
of penicillin as advocated by Crile and to sup- 
plement with streptomycin if progress is un- 
favorable. Additional experience may prove that 
both substances should be given simultaneously 
in every case, if best possible results are to be 
achieved. 
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Since the discovery of penicillin, extensive 


investigation has progressed along the lines of: 
(1) prolongation of therapeutic blood levels of 
the parenteral preparations, and (2) production 
of an oral preparation which will be equally 
effective. 


The advantages of effective oral medication 
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are too obvious to merit elaboration. As early 
as 1941 attempts were made by Abraham and 
co-workers! to administer penicillin orally in 
comparatively small doses. It was noted that 
gastric acidity rapidly destroyed the antibiotic. 
Although experience was limited by relative 
scarcity of penicillin, it was found that bacterio- 
static concentrations could be maintained in the 
urine when small doses were given by mouth 
with sodium bicarbonate. The following year 
Powell and Jamieson? found that penicillin was 
effective in large oral doses against sulfonamide- 
resistant pneumococci in experimentally infected 
mice when administered with sodium bicarbon- 
ate. In 1943 Rammelkamp and Keefer’ showed 
that penicillin administered directly into the 
duodenum resulted in appreciable absorption. 
Rammelkamp and Helm‘ in the same year dem- 
onstrated that saliva, bile and succus entericus 
did not inactivate penicillin and that it was 
apparently the hydrochloric acid, and not the 


pepsin, in gastric juice which destroyed this 


antibacterial substance. 


Since that time innumerable ways of avoid- 
ing destruction in the stomach have been tried. 
Enteric coating has not been particularly en- 
couraging.'! 5 Ross and co-workers® did success- 
fully treat a small number of cases of gonorrhea, 
pneumonia and cellulitis with the antibiotic pro- 
tected by a double capsule hardened in formalde- 
hyde and alcohol. However, they previously 
neutralized the stomach hydrochloric acid. 


Many investigators have employed buffers to 
combat gastric acidity in an effort thereby to 
enhance absorption of penicillin... Charney and 
his associates’ used trisodium citrate and found 
that its usefulness varied with the state of the 
stomach. Absorption of penicillin ingested in the 
fasting state was not significantly enhanced by 
the addition of trisodium citrate. However, when 
the antibiotic and the buffer were taken two 
hours after a meal the absorption was enhanced 
one-hundred fold over the penicillin taken alone. 
Gyorgy and co-workers® using the same buffer 
cured eighteen male adults and five children 
infected with gonorrhea in one to three days 
with total doses per case ranging from 200,000 
to 480,000 units. On the other hand, McDer- 
mott and his group? found magnesium trisilicate 
with penicillin no more effective than aqueous 
penicillin alone when the subjects were in the 
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fasting state. Krantz and associates! found tha 
in vitro exposure of unprotected penicillin tp 
gastric juice resulted in its complete destruction, 
However, when the antibiotic was protected 
an antacid, basic aluminum aminoacetate, it 1. 
tained 50 to 80 per cent of its activity. 

Another approach to this problem was mage 
by Libby’ who reported uniformly good thera. 
peutic blood levels for at least four hours when 
90,000 units of sodium or calcium penicillin 
were suspended in cottonseed oil and dispensed 
in gelatin capsules. His work was motivated 
by the knowledge that little fat-splitting occurs 
under the acid conditions of the stomach. 

Thus Keefer'! has suggested that five to ten 
times as much penicillin is necessary when oral 
administration is used as compared with the 
parenteral route. Wilson and co-workers!? have 
found it necessary to administer nine times as 
much penicillin by mouth as by intramuscular 
injection to obtain equivalent survival rates in 
rats experimentally infected with type 1 pneu- 
mococcal pneumonia. Hewitt! has suggested 
that a 5 to 1 ratio is necessary to produce serum 
penicillin levels with oral administration com- 
parable to those following intramuscular injec- 
tion. To obtain therapeutic concentrations even 
with these doses it has Been recommended that 
oral penicillin be administered on a_ fasting 
stomach.$ § 14 


It occurred to Bohls and Cook!5 in 1945 to 
study the effect of aluminum-potassium sulfate 
and penicillin mixtures in delaying intramus- 
cular absorption since this material so satisfac- 
torily delayed the absorption of diphtheria 
toxoid. They found that a single injection of 
50,000 units of aluminum penicillin would main- 
tain a therapeutic level from six to nine hours. 
They later found that 50,000 units of this prepa- 
ration administered intramuscularly in a single 
injection, combined with oral sodium benzoate 
in dosages which would result in renal blockage, 
produced assayable blood levels for twenty-eight 
hours.!6 Bohls and co-workers!” also reported 
use of an oral aluminum penicillin tablet con- 
taining sodium benzoate. They used this prepa- 
ration in total dosages of 200,000 and 400,000 
units on cases of female gonorrhea with cure 
rates comparable to those obtained with paren- 
teral routes. They were also able to show almost 
100 per cent measurable blood levels at eight 


| 
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hours and almost 50 per cent measurable blood 
levels at twenty-four hours with a single 200,000 
ynit doses of the oral preparation. 

Another aspect of this problem stems from the 
fact that various coliform organisms in the 
intestine are known to produce penicillinase, an 
euyme which destroys penicillin. Reid and co- 
workers'® showed by im vitro experiment that 
sodium benzoate protects the antibiotic to some 
extent from destruction by penicillinase. They 
also noted that this type of drug prolonged 
penicillin levels in blood tests on mice and 
rabbits. It was postulated that if penicillin was 
destroyed in the body tissues by enzymes after 
absorption, that sodium benzoate probably 
would lessen this destruction. 


METHOD 


A series of clinical trials was conducted with 
a tablet which contains 50,000 units of alum- 
inum penicillin and 0.3 gram of sodium ben- 
wate.* The aluminum salt is considered less 
soluble and hence less susceptible to destruction 
by stomach acid. The small amount of sodium 
benzoate present is considered to result in insig- 
nificant renal blockage, but is believed to be 
useful in inhibiting the penicillin-destroying 
enzymes of the intestine and possibly of the 
body tissues. 

During the past year all cases requiring peni- 
cillin on the Medical Service of the U. S. Marine 
Hospital, Baltimore, Maryland, with rare excep- 
tions, have received this oral preparation. The 
dosage schedule has been two tablets (total 100,- 
000 units) every four hours, day and night. 
Patients have received the medication regularly 
at 4, 8 and 12 o’clock without regard for rela- 
tionship to meals. Food is regularly served at 
the hospital at hours which resulted in the 8 
am. and 12 noon doses being ingested within 
one-half hour after a meal. The 4 p.m. dose 
was received about one-half hour before a meal. 

While some few blood level studies were ob- 
tained, this project has concerned itself primarily 
with clinical results. The blood level determina- 
tions showed varying results depending upon the 
technic used. By one method there were signifi- 
cant blood levels four hours after a single 100,- 
000 unit dose, while another method failed to 


“Supplied by Hynson, Westcott and Dunning, Baltimore, Md. 


FRIEDMAN AND TERRY: ORAL ALUMINUM PENICILLIN 


509 


show “therapeutic” levels at this time. Recently 
considerable doubt has been cast on the value 
of blood levels as an indicator of the clinical 
response one might anticipate. Some of the 
reasons for this doubt which has arisen are: 
(1) at best the test is only a rough estimate of 
the penicillin in the blood; (2) some penicillin 
is adsorbed on the serum protein and cannot 
be measured; (3) the test is an im vitro test 
based on a standard bacterial culture which may 
have no relationship to the sensitivity of the 
disease-producing organism; (4) the test does 
not take into consideration the additive effect 
of the patient’s existing immunity and disease 
fighting mechanism; and (5) it has never been 
proven whether it is of greater therapeutic value 
to have a continuously elevated blood level or 
frequent intermittent elevations of blood level.!9 
For these reasons it appeared that study of 
clinical efficacy of aluminum penicillin should 
be made. A preliminary report of experience 
in treatment of respiratory infections with this 
preparation has been previously made.?° 

The diagnosis of pneumonia was confirmed 
in every instance by x-ray films of the chest. 
Before treatment was started a blood culture 
was routinely taken, and whenever obtainable 
a sputum specimen was collected for detailed 
bacteriological study. Other comparable labora- 
tory procedures were performed upon the other 
cases in order to substantiate the diagnosis and 
to reveal as much about the etiology as possible. 


RESULTS 


Pneumonia. — Seventy-three cases of pneu- 
monia were treated with the above regime. The 
results were as follows: 


65 cases 
2 cases 


prompt cures 

drug discontinued because of inability to 
continue oral medication 

complicated by empyema 

developed lung abscess which responded to 
aerosol penicillin, parenteral penicillin and 
sulfadiazine 

suffered a relapse which was successfully 
treated with oral penicillin 

failed to respond 

died; sudden, unexplained death (probably 
cardiac) 

Of the 65 cases showing prompt and com- 


plete responses, 33 were found to be due to 
type-specific pneumococci and 2 to Streptococcus 


1 case 


1 case 


1 case 


2 cases 
1 case 
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alpha. In 4 of these cases the pneumonia was 
accompanied by a bacteremia (1 each of Strepto- 
coccus alpha and types 4, 7 and 12 pneumo- 
coccus). Eight of the 65 cases admitted exces- 
sive drinking for variable periods prior to the 
onset of their illness. Three had delirium tremens 
and one had acute hallucinosis during the early 
stages of their hospitalization. 


The average patient with pneumonia in the 
successfully treated group received 36 doses of 
oral penicillin; the smallest number of doses 
was 16 and the greatest 89. 


The type of clinical response observed was 
comparable to that seen under treatment with 
parenteral penicillin. In general, the febrile 
response fell into three categories (Fig. 1): 


(A) Those whose temperature fell to essentially nor- 
mal by crisis within 12-24 hours and remained thus (29 
cases). 

(B) (1) Those whose temperature required 24-72 
hours to return to the normal area (13 cases), and (2) 
those who had an immediate drop which was followed 
by a fairly rapid sécondary rise before returning to the - 
normal area permanently (10 cases), and 
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(C) Those whose temperature subsided by lysis (13 
cases). 


Failures —As noted above it was Necessary tg 
discontinue the oral penicillin in two cases after 
they had received three doses or less. (ne 
patient had nausea and vomiting which made 
oral medication unreliable. The other patient 
was disoriented and uncooperative to the extent 
that it was necessary to use parenteral medica- 
tion. In both instances it was felt that these 
conditions were a result of the primary disease 
and were not a result of the administration of 
oral penicillin. 


One patient developed empyema while under therapy, 
but slowly recovered after aspiration of the chest. He 
entered the hospital complaining of pain in the right 
lower chest and left hip, headache, and chills and fever 
of five days’ duration. There was evidence of pneu- 
monia at the right base on physical examination and 
by x-ray. Marked splinting and tenderness about the 
left hip joint were noted. There was x-ray evidence of 
destruction of the cartilage of the left hip joint. Blood 
and sputum cultures showed Streptococcus alpha. After 
six days of oral aluminum penicillin there was no evi- 
dence of response. He was then changed to a larger 
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Fig. 1 
Examples of types of clinical response of pneumonias to oral aluminum penicillin. 
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dose of parenteral aqueous penicillin and sulfadiazine 
but continued his febrile course. Finally, aspiration of 
the chest yielded purulent fluid and closed drainage was 
instituted. At no time were there findings suggestive 
of bacterial endocarditis. His recovery was slow but 
complete on discharge approximately two and one-half 
months after admission to the hospital. 


Another case, a type 4 pneumococcal pneumonia with 
bacteremia complicated by acute hepatitis, showed a 
relapse of the pneumonia while still in the hospital. 
The initial response to treatment was prompt and the 
oral penicillin was discontinued after his temperature had 
been normal for three days. X-ray showed considerable 
resolution. However, five days later he suddenly de- 
veloped fever, pain in the chest and x-ray showed pro- 

ion of the pneumonic process. He was again 
treated with oral penicillin. His temperature returned 
to normal by lysis over the next week and there was 
complete resolution of the pneumonic process. The 
hepatitis cleared slowly and he was discharged apparently 
recovered. 


The 2 cases listed as “failed to respond” 
presented certain unusual features and were 
not unequivocal failures. However, their courses 
were so unsatisfactory that it was decided to 
change them to parenteral penicillin and they 
were classed as failures. One case was compli- 
cated by chronic alcoholism, but showed an 
initial satisfactory response. However, he be- 
came psychotic on the fourth hospital day and 
there was evidence of recrudesence of the pneu- 
monia. Despite continued oral penicillin his 
temperature remained slightly elevated. He was 
then changed to parenteral penicillin with a con- 
tinued slow response and delayed resolution of 
the pneumonic process. The second case was a 
66-year-old man with a long history of asthma, 
hypertension and congestive heart failure. On 
the eleventh hospital day the signs of failure 
had largely cleared, but he became febrile with 
the development of new signs at the right lung 
base. He showed no response to 3 days of oral 
aluminum penicillin or subsequently to 4 days 
of parenteral penicillin. Finally, aspiration of 
a total of 1,000 cc. of purulent fluid from the 
chest on 2 occasions resulted in a satisfactory 


clinical response and resolution of the chest 
lesion. 


There was only one death in this series and 
It cannot be clearly attributed to pneumonia: 


A.S., a 60-year-old seaman, was admitted on May 
30, 1948, with a long history of cough and weight loss 


and a three weeks’ hist f f in i 
cc. ory of fever and pain in the 
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Physical examination revealed evidence of consoli- 
dation of the entire left lung. Direct examination of the 
sputum revealed a predominance of gram positive diplo- 
cocci which were not further identified. X-ray of the 
chest showed the entire left lung field to be obscured. 
Blood culture grew type 2 pneumococcus. 


On treatment with oral penicillin his fever subsided 
by lysis but the patient continued to appear ill and 
x-ray showed little clearing. 


Since bronchogenic carcinoma was suspected, broncho- 
scopic examination was performed on the tenth hospital 
day but the examination was essentially negative. About 
eighteen hours later the patient was discovered in acute 
respiratory distress and he expired a few minutes later. 
Clinically it was felt that the patient had succumbed 
to acute myocardial infarction. 


Post mortem examination showed an organizing pneu- 
monia of the left lower lobe and generalized arterio- 
sclerosis with marked involvement of the coronary ar- 
teries but no evidence of complete occlusion or of myo- 
cardial infarction. 


Acute Upper Respiratory Infections.—Forty- 
one cases of acute upper respiratory infections 
were treated with oral aluminum penicillin by 
the same regime. One was discontinued after 
four days and parenteral penicillin substituted 
because of disorientation before he was cured, 
although his temperature had dropped from 
40.5° C. (105° F.) to 37.8° C. (100.2° F.) 
while on the oral therapy. The remaining 40 
cases responded in a fashion similar to the 
successfully treated pneumonias. The average 
case received 25 doses, with the smallest being 
6 and the greatest 64. Many of these were 
acutely ill with temperatures between 40° C. 
(104° F.) and 41.1° C. (106° F.). 


Skin and Subcutaneous Infections. — Forty- 
four cases of skin and subcutaneous infections 
were treated with oral aluminum penicillin by 
the regime previously outlined. They included 
cases of impetigo, ecthyma, carbuncles, cellu- 
litis, lymphangitis, lymphadenitis, and second- 
arily infected eczema, rhus venenata, and other 
conditions. The average number of doses used 
was 53.4, the smallest being 6 and the greatest 
109. Two failures were reported. One patient 
had a furuncle on the external auditory canal, 
but discontinued therapy after 6 doses because 
there was no definite response. The other had 
pustular acne vulgaris which was unaffected 
by 48 doses. 


While oral penicillin seemed to result in re- 
gression of the skin and subcutaneous infec- 
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tions, the response appeared neither so rapid 
nor so dramatic as in the respiratory infections. 
No comparison was made using parenteral peni- 
cillin preparations in these skin and subcu- 
taneous infections. Therefore, the authors are 
not prepared to assess the relative merit of oral 
aluminum penicillin and other types of peni- 
cillin in treatment of lesions of this type. We 
have shown, however, that certain skin and 
subcutaneous infections will respond to oral 
aluminum penicillin in dosages of 100,000 units 
every four hours. No study of other dosage 
schedules was made with this preparation. 

Gonococcal Infections.— All patients were 
male. The first case of acute gonorrheal ure- 
thritis treated with oral aluminum penicillin 
received a total of 20 doses (2,000,000 units) 
at 4-hour intervals. However, it was noted that 
all urethral discharge had subsided within 24 
hours. 

Subsequently, eight similarly infected indi- 
viduals received only 6 doses. Urethral smears 
and cultures were obtained 4, 8, and 12 hours 
after the initial dose. The smears and cultures 
were repeated every one to two days thereafter 
until release from the hospital one week later. 
Prostatic material was obtained when no urethral 
secretions were available. Seven patients failed 
to reveal evidence of the gonococcus by smear 
or culture at any time after therapy was initi- 
ated. One continued to have positive smears 
during the first 12 hours, but subsequent tests 
were all negative. There were no failures. The 
urethral discharge markedly diminished in 12 
hours. Thereafter complete disappearance re- 
quired from several hours to five days. 


Four cases received only 3 doses of 100,000 
units one hour apart. Three resulted in cure. 
The fourth case appeared to respond by labora- 
tory study and his discharge diminished. How- 
ever, on the fourth post-treatment day, the ureth- 
ral material again became fairly profuse, and 
smear and culture were again positive. He was 
retreated with oral aluminum penicillin using 
100,000 units every 4 hours for six doses. A 
cure was then obtained. 


Two patients having acute gonorrheal epi- 
didymitis complicating their urethritis were 
placed on 100,000 units of oral aluminum peni- 
cillin every 4 hours. One remained acutely ill 
for two days with temperature rising daily to 
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39.5° C. (103° F.) and the scrotum = 
extremely tender. Following this his 

ture declined to normal over the next bis days 
and remained thus. The scrotal swelling m4 
sided at first rapidly, and then slowly. At the 
time of his release from the hospital, thirteen 
days after admission, there was only slight indy. 
ration in the region of the right epididymis ang 
right spermatic cord. 


The second case of epididymitis had obseryeg 
scrotal swelling and tenderness for one wee 
before he was seen. His right testicle was en. 
larged, firm, warm, and tender. A white dis. 
charge milked from the urethra was positive for 
N. gonorrheae. He was placed on 100,000 units 
of oral penicillin at four-hour intervals. After 
two days without significant change, one gram 
of sulfadiazine four times a day was added to 
the original therapy. Five days later, although 
the urethral discharge had cleared, a draining 
sinus developed. The gonococcus was isolated 
from this pus. Oral penicillin was then replaced 
by 50,000 units of aqueous parenteral penicillin 
administered every three hours, and sulfadiazine 
was continued. Within one week, all pain and 
swelling had subsided and the draining sinus 
was almost entirely closed. It was the opinion 
of our urologist that the establishment of ade- 
quate drainage was more important in the 
subsidence of this process than the change in 
the type of penicillin. 


MISCELLANEOUS 


The following cases were successfully treated 
with oral aluminum penicillin by the above noted 
regimen: 

One case of acute non-suppurative otitis media, 23 
doses. 


One case of catarrhal otitis media and subacute sinus- 
itis, 20 doses. 


One case of otitis externa, 66 doses. 


Five cases of chronic non-specific prostatitis 
were treated as above. Four did not respond. 
They received 6, 6, 6 and 20 doses. One re 
sulted in prompt response of temperature, sub- 
jective symptoms, and objective signs. This 
patient received 29 doses. 

A patient with an acute pelvic inflammatory 
disease of unproven etiology obtained prompt 
response to 22 doses. 


= 
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Twenty-nine cases were discarded from this 
because after recovery there was some 
doubt as to the diagnosis or as to whether 
penicillin was responsible for the favorable re- 
sult. Ten additional cases were discarded since 
they had been placed on penicillin in the belief 
that the patients had pneumonia and later evi- 
dence revealed pulmonary tuberculosis, tubercu- 
lous meningitis, carcinoma of the lung, or cardiac 
decompensation. Four additional cases were dis- 
carded as the penicillin was used pre- and post- 
operatively for prophylactic purposes. No com- 
plications resulted from surgery in these pa- 

tients. 

TOXIC MANIFESTATIONS 


Total cases receiving oral penicillin, 225 

Total patients presenting untoward symptoms, 17 or 
7.6 per cent 

Number requiring cessation of therapy, 5 or 2.2 per 
cent 


Type of Reactions 


Fever 
Diarrhea 
Epigastric burning 
Nausea 
Vomiting 
Distention 
Flatus 
Abdominal cramping 
Drug eruption 
Erythema multiforme 
Urticaria 


Three of the drug fevers occurred during the 
final days of therapy. They did not rise above 
37.79 C. (100° F.). A fourth case was a pa- 
tient with a recent cerebral hemorrhage, who 
received oral aluminum penicillin for a cellulitis 
of the forearm. At the time the penicillin was 
begun his temperature was 38.3° C. (101° F.). 
Under this therapy the cellulitis responded satis- 
factorily, but the temperature continued to fluc- 
tuate between normal and 37.7° C. (100° F.). 
Since no other explanation for the fever could 
be found, the penicillin was discontinued. The 
temperature returned to normal 48 hours later. 
A fifth case developed a generalized drug erup- 
tion, and fever of 40° C. (104° F.) within 24 
hours of the initiation of oral aluminum peni- 
cillin therapy. He had been treated at this hos- 
pital for primary syphilis with parenteral aque- 
ous penicillin 3 months previously, and had 
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noted a mild skin eruption over the buttocks 
toward the end of this therapy. 

Of the eight cases complaining of diarrhea, 
five were mild and none required discontinuance 
of therapy. Many of these had other gastro- 
intestinal symptoms simultaneously. These un- 
toward gastro-intestinal symptoms subsided 
usually within 24 hours of the cessation of 
therapy. Diarrhea and epigastric burning ap- 
peared in one patient for 48 hours, but then 
disappeared despite the continuation of oral 
penicillin. 

One case with urticaria and gastro-intestinal 
symptoms resulting from oral aluminum penicil- 
lin had previously developed urticaria on paren- 
teral therapy. The second patient who developed 
urticaria was changed to the intramuscular 
aqueous preparation with resulting increase in 
severity of the skin eruption. 


It is felt that febrile reactions and skin 
eruptions were manifestations of sensitivity to 
penicillin or impurities combined with the peni- 
cillin and therefore were not peculiar to this 
preparation. No reference could be found of 
gastro-intestinal complaints following parenteral 
or other oral penicillin therapy. These may be 
due to factors intrinsic in this particular prep- 
aration. 

While there was a reaction rate of 7.6 per 
cent, only one febrile response and four skin 
eruptions required cessation of therapy. This 
was a rate of 2.2 per cent, which actually repre- 
sented sensitivity to penicillin rather than to 
this specific preparation. 


COMMENTS 


It appears to the authors after one year’s 
extensive use of oral aluminum penicillin that 
this preparation is as effective as parenteral 
aqueous penicillin preparations when used in 
about twice the dosage of the latter. A small 
percentage of reactions occurs. Some reactions 
are due to the penicillin and would undoubtedly 
occur with equal frequency whether the prepa- 
ration were given orally or parenterally. A small 
number of cases will experience mild to mod- 
erate diarrhea, distention and nausea. This 
may be inherent in the preparation itself, and 
possibly may be due to ingestion of the alum- 
inum salt. No reaction peculiar to the oral 
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preparation was noted which was sufficiently 
severe to require discontinuation of the drug 
prior to adequate treatment of the original con- 
dition. 

SUMMARY AND CONCLUSIONS 


(1) The clinical effect of oral aluminum peni- 
cillin in various types of penicillin-sensitive 
conditions is described. 

(2) The dosage schedule used was 100,000 
units every four hours, day and night, although 
no attempt was made to establish a minimum 
dosage. 

(3) There appeared to be no need to limit the 
ingestion of this preparation to an empty stom- 
ach. 

(4) Oral aluminum penicillin seemed to be 
as effective as the aqueous parenteral prepara- 
tions when about twice as many units were used. 


ADDENDUM (APRIL 28, 1949) 


Since this report has been prepared 26 addi-- 


tional cases of pneumonia have been successfully 
treated by the same regime. Fourteen were 
caused by type specific pneumococci and 5 by 
Streptococcus alpha. Three were accompanied 
by pneumococcic bacteremia. Three occurred 
in chronic alcoholics. 

Two additional cases of pneumonia have been 
classified as failures. One was a 47-year-old 
chronic alcoholic with hypertensive cardiovas- 
cular disease and portal cirrhosis who had a type 
5 pneumococcic pneumonia with bacteremia. De- 
spite subjective improvement in 4 days there 
was continued fever and delayed resolution for 
3 weeks unaffected by the addition of sulfa- 
diazine on the 3rd day and by 4 million units 
of parenteral penicillin daily on the 9th day. 
The 2nd case was a 23-year-old colored male 
with a Streptococcus alpha pneumonia with bac- 
teremia whose disease continued to progress de- 
spite oral aluminum penicillin followed in 24 
hours by sulfadiazine. On his 4th day he was 
changed to parenteral penicillin but neverthe- 
less developed a pleural effusion. Repeated 
aspirations resulted in recovery. 

Also treated successfully in the same manner 
were: 13 cases of acute upper respiratory infec- 
tion, 15 cases of acute non-suppurative otitis 
media and 6 cases of skin and subcutaneous 
infections. 
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During this period oral aluminum penicillin 
was used in 146 cases for prophylactic and othe 
purposes the usefulness of which could not be 
unequivocably evaluated. 
average of 46 doses pér patient was used, 


Further experience with this preparation has 
not shown significant departure of the type and 
incidence of toxic reactions from that reported 
above. 
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SURGERY OF THE CHYLOUS SYSTEM* 


By J. Durry Hancock, B.S., M.D., F.A.C.S. 
Louisville, Kentucky 


INTRODUCTION 


A recent review of the literature occasioned 
by the care of a case of chylous ascites showed 
a rather limited number of scattered articles 
dealing with the various surgical aspects of the 
chylous system. Because of the relative rarity of 
the lesions generally and their extreme rarity in 
any one surgeon’s practice it seemed desirable to 
prepare a summary of these surgical conditions 
and their management, abstracted into a single 
paper which might be used for quick reference. 


CASE REPORT 


The case referred to is that of R. K. R., age three, 
and well illustrates chylous ascites with symptoms due 
to pressure changes rather than to loss of chylous fluid. 

This boy was first admitted to the Children’s Hos- 
pital, Louisville, Kentucky, on November 14, 1946. 
His presenting symptoms were repeated vomiting, ab- 
dominal pain near the umbilicus and no bowel move- 
ment for three days. He was usually happy and active 
but did have an occasional upset stomach with vomiting 
for periods of 24 to 48 hours, but there had been no 
bowel irregularity with these previous episodes. He had 
had pneumonia at 5 months of age and 3 weeks before 
this admission had developed a protrusion in his groin 
but this had disappeared. 

He lay quietly in bed and appeared to be acutely 
ill and dehydrated. Otherwise physical examination was 
entirely negative. There were no abdominal masses or 
tenderness and no increased peristalsis. Spleen, liver 
and kidneys were not palpable. Rectal examination 
showed no tenderness or mass. 


The red count was reported as 4,160,000, hemoglobin 
13.5 grams, white blood cells 16,800 with polymorphonu- 
clears 86 per cent. Urine examination showed a pH 
of 5, specific gravity 1.025, no albumin, trace of sugar, 
no acetone, and microscopically it was loaded with 
bacteria and budding yeast cells but no casts or blood. 
No ova were found in the stools. 

X-ray examination showed the kidney outlines to be 
normal, no unusual distention of the bowels and no 
abnormal masses. Both the barium meal and the barium 
enema gave negative findings. 

Under routine care the child improved rapidly and 
the admission diagnosis of “possible intussusception” and 
“possible ruptured appendicitis” was changed upon dis- 

*Chairman’s Address, Section on Surgery, Southern Medical 
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charge to “cyclic vomiting.” On this admission he was 
in the hospital only one week, being discharged on 
November 11, 1946. 

Soon after his release from the hospital his abdomen 
began to enlarge slowly but gradually. Episodes of 
vomiting recurred. Worms were reported to have been 
found in both the vomitus and stools. On May 8, 
1947, the vomitus became coffee colored and severe 
abdominal pain appeared but there was a normal 
stool. 

He was readmitted to the hospital on May 9, 1947. 
At that time he was dyspneic and crying with pain. 
His tonsils were red and enlarged. The superficial veins 
of the neck were quite distended. The heart and lungs 
appeared to be normal. The abdomen was markedly 
distended and a pronounced fluid wave could be 
elicited. The superficial veins of the abdominal wall 
were quite prominent and seemed to fill from below 
upwards. Again the liver, spleen, and kidneys were not 
palpable. 

The blood count showed 4,280,000 red blood cor- 
puscles, 12.5 grams of hemoglobin, 14,150 white blood 
cells and 69 per cent polymorphonuclear cells. The 
hematocrit was 38 and the plasma protein 7. Urine 
examination was negative for albumin, sugar, and blood. 
The pH was 5.5 and much mucus was present. An 
admission stool examination, and five later rechecks, 
all failed to show ova. The cephalin cholesterol test 
was negative, the thymol turbidity 1.8, and the total 
cholesterols less than 100. 


X-ray examination of the chest reported the lungs to 
be clear, the hilar shadows exaggerated, and the heart 
and diaphragm normal. An upright film of the abdo- 
men showed very little gas in the colon or stomach 
but a general ground glass appearance suggestive of 
fluid. A double contrast enema revealed no filling 
defects or unusual spasm but the colon was quite 
redundant. The thoracic and lumbar spine were not 
remarkable. 


Tentative diagnoses considered were cirrhosis or 
carcinoma of the liver and portal obstruction due to 
parasites. 

Upon abdominal paracentesis 2500 cc. of fluid resem- 
bling milk in both color and consistency were obtained. 
The fluid had a specific gravity of 1.011 and contained 
many leukocytes, numerous droplets resembling fat, and 
fatty acids and neutral fats. There were no tumor 
cells, no tubercle bacilli, and no growth upon culture. 
A diagnosis of inflammatory exudate and probable 
chylous fluid was made. 

On May 26, 1947, under ethyl chloride and open 
drop ether anesthesia a right mid-rectus incision was 
made. Exploration showed an extremely large thin- 
walled cyst arising from the mesentery close to the 
bowel wall and about 5 cm. from the ligament of 
Treitz. This sac had been ruptured and contained 
only about 200 cc. of milky looking fluid. It and 
three smaller unruptured cysts about 2 cm. in diameter 
were enucleated by dissection from the mesentery, no 
resection being necessary. The raw surfaces were cov- 
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ered with peritoneum. The appendix which was not 
remarkable was excised. Thirty minutes after operation 
the child was set up in bed and that night was walked 
around the room. He voided promptly and made a 
rapid, uneventful recovery. 


The large cyst was reported grossly to be dark red 
in color with a wall 4 mm. thick. The outer surface was 
slick, the inner rough and traversed by fibrous strands. 
Microscopically the wall was found to be composed of 
connective tissue and a muscular layer with no lining 
epithelium. Scattered throughout the wall of the cyst 
there were dilated lymphatics, some containing protein- 
aceous material and a few lymphocytes. The appendix 
was not unusual. The pathological diagnosis was lymph- 
angioma, cavernous, and peri-appendicitis. 


The child was discharged on June 4, 1947, and made 
a rapid, complete recovery. When seen as late as October 
1, 1948, his color was excellent, he had had no pain 
or vomiting, was gaining weight, and his operative scar 
was sound. The abdomen was flat, there were no masses 
and the liver, spleen, and kidneys. were not palpable. 


ANATOMY 


A review of the anatomy and physiology of the 
chylous system may give a better understanding 
of the types of lesions that occur and the prin- 
ciples involved in their management. ; 

Lymph is the universal fluid, hathing all the 
cells of the body. Much of it is not confined 
within formal vessels but lakes around the capil- 
laries and other tissue cells with which it ex- 
changes food, chemicals, and other products. 


Innumerable minute channels, however, do 
traverse the body, these channels being inter- 
rupted frequently by nodes and groups of nodes. 
Ultimately most of these channels find direct en- 
trance into the blood stream. Recent research 
has demonstrated that the thoracic duct is not 
the only sizable vessel emptying into a vein. 
There are many others.! 


The chylous system, with which this paper is 
primarily concerned, includes that group of lym- 
phatic vessels beginning in two sets in the small 
intestine,? one under the mucosa and the other 
under the muscularis. The fat absorbed by the 
lacteals passes into these vessels, is transported 
through the ones in the mesentery and is emptied 
into the cisterna chyli which also receives two 
other large branches, one from each lower ex- 
tremity and contiguous portion of the pelvis. 

The thoracic duct, 2 to 3 mm. in diameter, 
leads away from the cisterna at the level of the 
second lumbar vertebra and extends upwards 
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piercing the diaphragm at the aortic 

It then proceeds between the aorta and the 
gous vein on the right side of the vertebral gy. 
umn to the level of the fourth thoracic vertehns 
where it crosses to the left side arching up injp 
the neck behind the carotid sheath and the jp. 
nominate vein before emptying into the lef 
subclavian vein. This communication is guardej 
by a most competent valve. The entire coury 
of the thoracic duct is retroperitoneal or retro. 
pleural except in the neck where it may ¢&. 
tend as high as two inches above the level of the 
sternum. In the neck area the duct is most easily 
found behind the left carotid sheath. 

This deep rather inaccessible location of the 
chylous tract gives considerable protection s 
far as trauma is concerned but at the same time 
adds greatly to the difficulties of adequate 
surgical exposure and indirectly modifies the 
practicability of various operative measures, 


PHYSIOLOGY 


The specialized function of the chylous sys 
tem portion of the lymphatics is the transpor- 
tation of fats absorbed from the lacteals in the 
intestinal tract and its delivery into the left 
subclavian vein. While a small amount of the 
fat may be carried directly to the liver, essen- 
tially all is transported by the chylous system 
since the thoracic duct drains practically all but 
the upper right half of the body. Not only 
does the thoracic duct occasionally enter the 
subclavian vein by several branches, but fre- 
quent anastomoses and anomalous tracts are also 
encountered which probably account for main- 
tenance of function after apparent destruction 
of the main duct. 

It is necessary that this chyle reach the blood: 
otherwise inanition and exhaustion will result. 
This inanition may be due to toxemia, starvation, 
or change in lipoid metabolism. 

While from 130 to 200 cc. of chyle* flow 
through the thoracic duct every hour, ligation of 
that duct, although undesirable, is not particu 
larly dangerous since it is practically impossible 
to exclude chyle from the venous system. It is 
the continuous external drainage of chyle that is 
serious to the body economy. Pressure in the 
thoracic duct varies but it is always higher than 
venous pressure which accounts for the lack of 
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reflux of blood from the subclavian vein into the 


duct. 

In passing it may be mentioned that the func- 
tion of the chylous tract may be taken over in 
part by the lymphatics of the colon communi- 
cating directly with the pelvic veins. This fact 
has been recognized and used clinically in the 
suggestion that rectal feeding be employed dur- 
ing the time that it is thought desirable to de- 
crease the amount of chyle, for conservation of 
fats, lessening of pressure, and healing of fistulae. 


The thoracic duct also carries the toxic prod- 
ucts of diffuse septic peritonitis and intestinal 
obstruction. An operation for drainage of the 
thoracic duct in such cases to avoid fatal absorp- 
tion was proposed by Costain‘ but has not had 
any general acceptance. 

An undesirable function of the chylous system 
is the transportation of malignant cells. This 
accounts for the development of secondary de- 
posits in the supraclavicular area as seen in late 
metastasis of carcinoma of the stomach, increas- 
ingly infrequent with earlier diagnosis of the 
original lesions. Malignancies of even the ovaries 
and testicles may metastasize in the same manner 
after reaching the cisterna through the large 
trunks from the extremities and pelvis. 


TYPES OF LESIONS 


Lesions affecting the chylous system may be 
found anywhere from the lacteals of the intes- 
tinal wall through the mesentery and the cisterna 
to the thoracic duct up to its entrance into the 
left subclavian vein. 


Etiology may be traumatic, nontraumatic, or 
spontaneous. Included in the former are op- 
erative wounds, resulting from unintentional sev- 
erance or ligation of the duct as in phrenicectomy 
or splanchnicotomy,® and nonoperative wounds. 
The nonoperative may be open due to gunshot 
or stab injuries, or closed due to stretching or 
tearing of the duct with or without fractures of 
the clavicle, ribs, or vertebrae. Hyperextension 
alone may do it since the cisterna is fixed.? The 
nontraumatic lesions may result from the pres- 
sure of extrinsic inflammatory or neoplastic 
masses, obstruction of the lumen by intrinsic 
masses such as malignant cells and filariasis, in- 
flammatory changes as evidenced by a perfo- 
rating lymphangitis, aneurysm of the duct, 
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thrombosis of the left subclavian or innominate 
vein, and cirrhosis of the liver. Spontaneous 
leakage may be due to congenital defects: 


Traumatic 
Operative (ligation or severance) 
Nonoperative 
Open (gunshot or stab) 
Closed (with or without fracture) (hyperextension 
of thoracic vertebrae) 
Nontraumatic 
Obstructive 
Extrinsic pressure (inflammatory or neoplastic) 
Intrinsic blocking (malignant cells or filariasis) 
Thrombosis (left subclavian or innominate vein) 
Rupture tuberculous node 
Cirrhosis of the liver 
Aneurysm of the duct 
Inflammatory (perforating lymphangitis) 
Spontaneous (congenital defects) 


DIAGNOSIS 


Regardless of the type of lesion affecting the 
chylous system, no diagnosis of any abnormal 
state is likely to be made until a chylous ef- 
fusion appears in the peritoneal or pleural cav- 
ity, or chylous drainage is noticed in a traumatic 
or operative sinus. Unruptured chylous cysts of 
the mesentery or retroperitoneal regions may be 
recognized as cysts but offer no characteristics 
to suggest their chylous origin. The same will 
probably be true of chylous cysts in the neck, 
regardless of their cause. 

The symptoms presented by a chylous effu- 
sion are usually those of chyle loss or pressure 
(or both). They will vary in the former with 
the amount of fluid lost and in the latter with 
the degree of pressure and the tissues affected 
by it. Septic symptoms do not occur as chyle 
is bactericidal and slow to putrify. — 

Because of the importance of the presence of 
free chylous fluid in establishing a diagnosis 
it is necessary to differentiate it from pseudo- 
chylous fluid, which may also have a milky 
or cloudy appearance. 

The essential characteristics of true chylous 
fluid® are its large amount, rapid rate of accu- 
mulation, poor emulsification, cream layer, con- 
stant opalescence, ingested food odor, specific 
gravity of over 1.012, appreciable fat content, 
and microscopic fat globules. Pseudochylous 
fluid, which derives its opalescence from non- 
fatty substances, is variable in amount, has a 
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slow rate of accumulation, perfect emulsifica- 
tion, variable opalescence, no odor, specific 
gravity under 1.012 and no fat but lecithin and 
globulin. A third type of fluid called chyliform 
containing some little fat, not from ingested food 
but from cellular degeneration, has been men- 
tioned but is not generally classified. 

Once the milky fluid has been identified as 
chylous it is essential to determine its source. 


CHYLOUS FLUID IN WOUND SINUSES 


Chylous fluid in wound sinuses will usually 
make its appearance soon after the trauma as 
a tract is already present and the large quantity 
of fluid produced will find an exit of low re- 
sistance. Since this fluid will present itself at the 
external wound the location of the lesion will 
usually be rather evident. Such sinus tracts may 
occur in the neck or at any place where fairly 
large chylous vessels are found. Depending upon 
their location they may be accompanied by a 
complicating chylous ascites or chylothorax. 


CHYLOUS ASCITES 


When aspiration of abdominal ascites is done 
the appearance of an unexpected milky color to 
the fluid will usually be the first hint that the 
ascites is chylous in origin. In the absence of 
any history of open or closed trauma or pre- 
existing masses, abdominal exploration will gen- 
erally be necessary in order to establish the 
etiology. The most frequent finding will be a 
perforated chylous cyst of the mesentery. Such 
cysts may arise from the wall of the intestine, 
from between the layers of the mesenteric sheath, 
at the root of the mesentery, or even in the 
omentum. Chylous cysts of the mesentery may 
be due to effusion of chyle into pre-existing 
cysts, dilatation of chyle vessels, or sequestrated 
intestinal diverticula. Chylous cysts and trauma, 
however, are not the only causes of chylous as- 
cites. Inflammatory lesions or extrinsic tumors 
affecting the cisterna or subdiaphragmatic por- 
tion of the thoracic duct may also be etiological 
agents. 


CHYLOTHORAX 


In chylothorax since the thoracic duct is lo- 
cated in the retropleural space there will usually 
be a latent period of several days before the 
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volume of fluid will exert sufficient force to per- 
forate the pleura and begin to fill the pleural 
cavity. An exception to this delayed onset may 
be found in those cases where the pleura, t 
is lacerated at the same time as the duct. When 
chylous fluid enters the pleural cavity there 

of course, be dyspnea, shock and other evidence 
of a massive effusion. For anatomical reasons 
the right pleural cavity is more likely to be in. 
volved since the lower two-thirds of the thoracic 
duct are on the right side.!° While aspiration 
gives relief rapid reaccumulation is the rule. 
Peripheral edema is frequently seen with this 
lesion. 

Chylopericardium has been reported. It would 
appear that this would have to be preceded by a 
laceration of the pericardial sac. 

Lymphangiomas of the neck or mediastinum 
may vary in size from time to time. If too much 
pressure develops, rupture into the pleural cavity 
and mediastinum has occurred.!! 


CHYLURIA 


Chyluria, the presence of chyle in the urine, 
is mentioned now only for the sake of com- 
pleteness of the discussion. 


While usually the result of back pressure be- 
cause of thoracic duct obstruction, it may re- 
sult from fistulas following trauma. It is quite 
likely to vary in its presence or its absence, may 
come through one or both kidneys, and may be 
affected by change in position, diet, etc. Chyle 
gives the urine a milky color but the amount of 
chyle lost is seldom great enough to cause any 
concern. 

It must be differentiated from lipuria. In this 
latter condition the fat is present as fat globules 
rather than molecules. It generally results from 
lipemia, or excessive fat content of the blood, 
but may occur in chronic nephritis or amyloid 
disease. 


COURSE OF PATIENT’S CONDITION 


The course of the patient’s condition will de- 
pend not only upon the nature of the local 
lesion but also upon the degree and length of 
time he is deprived of chylous fluid replacement. 

In the acute cases with rather complete de- 
privation dehydration is apparent, inanition is 
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rapid, decrease in total blood proteins is marked, 
and death frequently occurs by the third week. 
If this period can be survived, recovery may be 
expected as collaterals will have had an oppor- 
tunity to begin function at about the eighth or 
ninth day’ and can assure adequate transpor- 
tation if the external loss of chyle is stopped. 


TREATMENT 


The basic principle of treatment, therefore, is 
to stop the continuing loss of chyle. Ligation 
of the duct is not serious at all. Many lesions 
are not amenable to ordinary surgical treatment 
because of their inaccessibility, the secondary 
type of involvement present (as in malignancy), 
and other technical difficulties. 

Unplanned ligations of the thoracic duct 
should be released if possible. Wounds are prob- 
ably better taken care of by packing than by 
ligation in that healing with recanalization is 
more likely with the former. Suture of the duct 
is hardly feasible except in the most rare in- 
stance. 

As a prophylactic measure, when surgery is 
to be done in the lower portion of the left side 
of the neck an attempt can be made to visualize 
‘ the thoracic duct. This may be accomplished by 
having the patient ingest one to two hours pre- 
operatively some cream to which scarlet red has 
been added. 

In chylous ascites there may well be no dam- 
age to the cisterna or the thoracic duct and only 
a fraction of the chyle may be leaking into the 
peritoneal cavity. Therefore, if, the patient’s 
general condition is not deteriorating too fast, 
repeated aspirations may be done. This will al- 
low more satisfactory physical examination of 
the abdomen and may permit healing of the 
lesion. However, when accumulation is rapid 
and repeated, exploration will be desirable. If 
a perforated cyst is demonstrated it may be 
marsupialized,!* or better, excised with or with- 
out resection of intestine as indicated. Little can 
be done for intrinsic masses but extrinsic masses 
may be amenable to some type of approach that 
will relieve pressure temporarily at least. Oc- 
casionally only a biopsy may be accomplished 
but information from that examination may point 
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to other treatment such as irradiation, or therapy 
for hepatic cirrhosis, which may be of value. 
Retroperitoneal cysts can generally be disposed 
of by excision which will relieve pressure and 
avoid perforation. 

The massive effusions that occur in chylo- 
thorax make repeated aspirations mandatory. 
The chylous fluid is evidently well tolerated ex- 
cept mechanically, and if the patient can sur- 
vive until the primary lesion heals, serious thor- 
acic sequelae are not usual. In addition to as- 
piration other measures have definite indications. 
Phrenicectomy not only causes the diaphragm to 
seal off leakage there but increases intrathoracic 
pressure as does also pneumothorax and external 
thoracotomy. 


The treatment of chyluria is symptomatic and 
rarely required. Sodium citrate may inhibit clot 
formation and insure against chylous clot colic. 
Low fat diet is recommended. Decapsulation, if 
only one kidney is involved, has been suggested. 

Regardless of the local type of treatment em- 
ployed for any specific lesion one must not lose 
sight of the patient’s general condition. Life is 
not compatible with prolonged, rather complete 
loss of chyle. The administration of chyle by 
mouth does not seem to be especially practical 
since its route of transportation is definitely 
interfered with by the lesion causing the loss 
of the chylous fluid. It would seem better to 
give it by rectum with the hope that collateral 
routes might be more likely utilized. The intra- 
sternal and intravenous administration of chyle 
in sodium citrate or heparin as an anticoagu- 
lant!5 1617 has been employed with some suc- 
cess but anaphylaxis is a possibility. Certainly 
plasma and blood should be given, and the theo- 
retical objection that dextrose solution causes an 
undesirable rise in lymph pressure should not in- 
terfere with the employment of that preparation. 
Whether or not the oral ingestion of fat should 
be decreased in order to diminish chyle volume 
pressure and indirectly encourage healing of the 
lesion is debatable. 

Associated injuries or nontraumatic lesions 
may overshadow the damage to the chylous sys- 
tem. They must, of course, receive the treat- 
ment indicated. Neglect of this may result in a 
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mortality even though the chylous lesion be 
controlled. 


SUMMARY 


An attempt has been made to present the 
newer anatomical and physiological concept of 
the chylous system, to distinguish between chy- 
lous and pseudochylous fluids, and to discuss 
the diagnosis and treatment of the more com- 
mon lesions of the chylous system. 


An awareness of the possibility of damage to 
the chylous system, an appreciation of the im- 
portance of chyle to the body, an understanding 
of the difference between chylous and pseudo- 
chylous fluids, and a knowledge of the funda- 
mental principles of treatment will aid in lower- 
ing the mortality of these cases. 

Finally it must again be emphasized that the 
guiding concept in the management of chylous 
lesions is that interruption of chylous flow is a 
secondary consideration to the all important dev- 
astating continuing external loss of chyle. This 
latter is the factor that must be controlled if 
mortality is to be reduced. 
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ANESTHESIA FOR CESAREAN SECTION+ 


By Paut M. Woop, M.D. 
New York, New York 


Anesthesia for cesarean section is a 
controversial subject. It depends on many fac. 
tors and facts. The demand for any specific 
type of anesthetic for any specific case is often 
refused. The refusal may be fully justified but, 
in recent years, with the establishment of ap- 
proved residencies in anesthesiology, the demand 
may more often be granted. There is no safe 
method or safe agent. The full knowledge of 
drugs and methods of the administrator is not 
enough. He must know his obstetrician, team 
and, most of all, his patient. 


Measures that might prove safe in one set 
of conditions could be dangerous in another 
situation. Timing of steps in premedication and 
maintenance of anesthesia are of extreme im- 
portance. The team involved is the patient, the 
nurse, the operator, and the anesthesiologist. 
These persons must work together. Time must 
not’ be wasted by the patient with last-minute 
frills that delay operating room procedures; by 


the nurse who cannot find needed instruments . 


or materials; by the surgeon who arrives late 
and wants immediate action; and most of all 
by the opinionated anesthesiologist who knows 
his own method is the “only right way” to pro- 
ceed. All hail to the man who said, “It ain’t 
what you don’t know so much as what you know 
that ain’t so that makes all the trouble.” Prog- 
ress can be made only by careful and full inves- 
tigation of new possibilities, new combinations, 
and revisions of old methods. The truly compe- 
tent, fully qualified person, regardless of cer- 
tification as specialist, should be one who knows 
and can adapt almost any drug or method to the 
needs of the immediate situation. The neophyte 
or casual anesthetist usually knows “the only 
right way” which is questionable, and the de- 
gree of applicable knowledge about that way 
may vary greatly in extent. 

The ideal anesthetic or analgesic for cesarean 
section has not been found. In fact, the ideal 
anesthetic drug and method for any procedure 
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js a goal towards which all honest and indus- 
trious anesthesiologists are striving. With the 
uncertain hours, the lack of sufficient basic 
understanding of all the surgical and the obstet- 
tical problems involved it is small wonder that 
the field of obstetrical anesthesia is covered as 
well as it is. That is one of the very weak 
phases of modern anesthesia. 


What are the factors we seek in a good anes- 
thetic for cesarean section? First, pain relief 
with the minimum of disturbance to normal 
physiologic function; second, safety to the 
mother and the fetus; third, efficiency for the 
operator. To accomplish these factors there 
must be absence of physical or psychic trauma 
to the mother, absence of toxicity, respiratory, 
or circulatory depression for the mother and 
infant, and adequate relaxation, comfortable 
operating position and coordinated timing for 
the surgeon. If possible, all these factors should 
be relatively pleasant for the team as a whole, 
the mother in particular; and there must be a 
real effort to secure safety for all involved. 


Premedication.—Great variance of opinion is 
noted. Some believe that full surgical premedi- 
cation is safe and use it; others feel that no 
premedication is indicated. If an accepted dic- 


tum is followed, each case will be individualized. | 


The physical and mental condition of the pa- 
tient, the operative ability of the surgeon, the 
efficiency of operating room personnel, the drugs 
and methods of application that are available, 
together will determine the premedication. 


A great number of cesarean sections are opera- 
tions of necessity and fall in the emergency 
group in which the skill of the anesthetist is 
put to the greatest test. 


This is a report of 1,104 cesarean sections by 
one anesthetist with one surgeon in 793 cases, 
with a second in 159, and with 31 different oper- 
ators performing the remaining 152 cases. Chlo- 
roform was the agent used in two cases. Ether 
alone was used in 39, nitrous oxide oxygen in 
6, nitrous oxide-ether in 174, cyclopropane alone 
in 11, ethylene alone in 9, and the rest of those 
under general anesthesia, numbering 745, were 
given combinations of nitrous oxide, cyclopro- 
pane, ether, oxygen with premedication to be 
described later. A total of 986 patients re- 
ceived general anesthesia. The remaining 118 
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were given various types of local, spinal, intra- 
venous, or rectal anesthesia. 

Spinal anesthesia was given to 71 patients, 
epidural to 1, saddle block to 2 supplemented 
by intravenous and inhalation. Field block was 
tried on 5, two were satisfactory without supple- 
ment. Local anesthesia was used in 4 cases in 
which the duty of the anesthetist was to furnish 
local anesthesia. In the remaining 37 cases, 
rectal anesthesia was used 28 times, intravenous 
9 times. “Avertin” was used in 2 rectal cases with 
supplemental anesthesia by inhalation, “recti- 
don” in 5 with supplement, oil-ether was used 
alone in 9, and with supplement in 21. “Avertin” 
with supplement was used 3 times, “pentothal”’ 
alone twice and four times with supplement. In 
this author’s experience, inhalation technics are 
preferred. The seven hundred eighty-nine pa- 
tients were given a premedication, individual- 
ized, varying from one-half to three grains of 
“nembutal” or “seconal,” administered orally 
one hour before operation. Atropine sulfate from 
1/400 to 1/100 was given intramuscularly 45 
minutes before operation. 

In a few instances where time did not per- 
mit, the atropine was given intravenously 15 
minutes before anesthesia was started. A large 
majority of patients in the “normal” range 
received their barbiturate in one and one-half 
grain dose one hour before operation with atro- 
pine sulfate 1-150th grain administered 15 min- 
utes later. 


The two surgeons performing 952 of the opera- 
tions used the classical technic in more than 80 
per cent of the cases and their average operating 
time was less than 20 minutes per case. The 
infant in these cases was delivered within four 
minutes in more than 90 per cent of the sections. 
This makes the author’s anesthetic procedure 
applicable only when the anesthesiologist has 
similar facilities and circumstances. 

The operating room is completely set up by 
the nurse who has full knowledge of the sur- 
geon’s technical procedure. The patient is 
brought into the operating room, gently placed 
upon the operating table, with the lights sub- 
dued and the instrument tables covered. An 
atmosphere of calm, peaceful quietude is ob- 
tained by the complete preparation of the room, 
and the prompt arrival of the operator; and a 
great asset in most of our work is the genial 
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personality of the surgeon, and the early arrival 
of the anesthetist who has arranged all his 
equipment before the patient enters. The pa- 
tient has been visited in her room prior to the 
anesthetization and is thus acquainted with the 
anesthetist. 

Technic of Induction.— Any standard anes- 
thesia apparatus with absorption attachment is 
used. The gases are turned on at the cylinder 
heads, the gauges are checked, and the ether 
chamber, filters, headstraps, and masks found 
to be in order. Water is run through the mask 
and tubing and well drained out. This in defer- 
ence to the hazard with explosive agents, 
although it is probably useless. The head strap 
is laid under the patient’s head, the mask ap- 
plied gently after having been checked by the 
administrator to determine any unusual odor or 
flow of gases. Nitrous oxide is turned into the 
system at a flow rate that will cause the bag 
of the apparatus to be nearly half full when 
the third inspiratory breath is taken. This gas 
is then closed off at the tank, the mask more 
firmly applied, oxygen to fill the bag to approx- 
imately seven-eighths full is flushed in by by- 
pass, and the cyclopropane is admitted at a 
flow of 1,000 cc. per minute. The mask is 
secured by the retaining strap, and care taken 
to avoid any leakage. The cyclopropane flow 
is not changed until the patient is in the third 
stage. The oxygen flow has been set at a rate 
of 400 cc. per minute, and, if the gauge is 
accurate, it is left at that rate throughout the 
anesthesia. Additional amounts of oxygen are 
by-passed in as indicated. 

As soon as the patient is asleep, the cyclo- 
propane flow rate is reduced to between 400 
and 200 cc. per minute. The time element 
here is usually about 232 minutes. At the end 
of 3% to 4 minutes, a rubber Guedel airway, 
slightly lubricated, is inserted by raising the 
forward edge of the mask, directing the distal 
end of the airway to the roof of the mouth, 
advancing the airway and at the same time 
rotating it to normal position. This should not 
require more than one phase of the respiratory 
cycle. Care must be taken to avoid leaks after 
the airway is placed. Recently it has been our 
custom to leave full dentures in place as this 
aids in maintaining a snug fit of the mask. 
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When about 5 minutes have el. 
has been no attempt to flush out the lungs, o 
change the inspired mixture, and now the ab. 
sorber for carbon dioxide is turned on. This 
method produces rapid induction, which jg 
usually desired in obstetrical patients to avoid 
vomiting or straining. 

The surgeon has had 5 minutes to scrub, the 
nurses have draped and prepared the patient, 
the assistants are ready, and the hypodermic of 
morphine and “pituitrin” (usually 1 ampule of 
“pituitrin” in which 1/6 grain morphine sulfate 
tablet has been dissolved) is on the anesthetist’s 
table with the alcohol sponge. A shoulder js 
bared, gown ties having been loosened before 
applying the mask. At 6 minutes from begin. 
ning the induction, the surgeon is told the 
patient’s condition, usually ready for incision, 
but if still too light the cyclopropane is jp. 
creased, and the incision is made. In this series 
the infant usually has been delivered within 
the first three minutes. As the baby’s mouth 
is-delivered, oxygen is by-passed into the mask 
or bag. The cord is clamped and cut within the 
minute and at this time the anesthetist adminis- 
ters the morphine and “pituitrin.” In spite of 
some reports of unfavorable reactions to “pitui- 
trin” with cyclopropane, the author has experi- 
enced none to date. “Pitocin” was substituted 
in 38 cases. No difference was noted. Ergo- 


trate may be requested, and is ready to be given | 


intravenously or intramuscularly as indicated. 


With the delivery of the infant or last infant 
in multiple births, ether is added to the mixture 
in that amount which is carried into the circuit 
with oxygen and cyclopropane flowing at a total 
amount of 600 cc. per minute. If the transi- 
tion to ether is smooth, the cyclopropane is dis- 
continued and ether-oxygen used to complete 
the operation. In 150 consecutive cases, this 
averaged 5.4 cc. of ether per case, and cyclo- 
propane in the same series averaged 4,460 cc. 
per patient. 


On beginning the fascial suture, all agents 
except oxygen are discontinued and the absorber 
circuit is discontinued. With the start of the 
skin suture or clips the mask is removed. There 
is no flushing out of the patient. The airway 
is left in place until the first sign of reaction, 
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ghen it is removed at once to prevent gagging, 
, or vomiting. 

By the time the dressings have been applied 
the patient is beginning to awaken and when 
she is back in bed consciousness has usually 
returned. Postoperative complications have been 
rare. Headache, nausea, vomiting were seen 
in less than 12 per cent of these patients. 
Pulmonary and circulatory complications have 
been extremely rare. Only one maternal death 
has occurred, eleven hours after operation, in a 
known cardiac, for whom three days of special 
preparation proved unavailing. There was a 
death from pneumonia on the ninth postopera- 
tive day; a patient died of pulmonary embolus 
(proven by autopsy) on arrival at home follow- 
ing discharge from the hospital. 

When spinal anesthesia has seemed indicated, 
as older primipara, the surgeon’s or patient’s 
personal desire, acute upper respiratory disease, 
and occasionally diabetes, the technic described 
by Lapp has been found satisfactory. It con- 
sists of three grains of “nembutal” medication 
the evening before an elective operation. If indi- 
cated in the morning 134-3 grains “nembutal” 
are given one hour before surgery. Scopolamine 
and atropine are not used until after delivery. 
Ten minims before spinal tap, 50 mg. of ephed- 
rine (25 mg. for a hypertensive) are given intra- 
muscularly. Patients with a preoperative blood 
pressure of 80/60 have been safely carried 
through operation by this technic. 


Spinal tap is made in the third lumbar space 
with a 20 or 22-gauge needle, 


“using (always) 50 mg. of procaine and varying the 
‘pontocaine’ from 5-10 mg. as indicated, expanded to 
never more than 2.8 cc., the level of anesthesia is 
secured by tilting the table.” 


For any sudden drop of blood pressure, about 
¥% minim of “neosynephrin” has proved ade- 
quate. Very small doses of this drug should be 
used, as headache often accompanies this injec- 
tion. 


Should the patient desire to be asleep and 
psychotherapy not be efficient, 3.3 per cent 
“pentothal” may be injected into the fluid being 
administered, 5 per cent glucose in distilled 
water, or directly into the vein. This author 
Prefers to use “pentothal” in 2.5 per cent solu- 
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tion and seldom uses intravenous fluid during 
the operation. 

Parenteral fluids as dextrose, saline, plasma, 
blood, or electrolytes are given if indicated, 
either during or after operation. In controlled 
diabetes, the inhalation technic has proved satis- 
factory. 


Postoperative treatment in most of our 
cesarean sections has been 1000 cc. of 5 per 
cent dextrose in normal saline and in some cases, 
where indicated, biood has been given. 


SUMMARY 


In this presentation, the facts and factors for 
selection of a particular method and agent have 
been described. The two major types of pro- 
cedure in private practice of 25 years’ experi- 
ence with 1,104 cases has been described in 
detail. It seems obvious to the author that the 
only limitation to the use of any agent or technic 
is the knowledge and dexterity of the anesthesi- 
ologist. Finally teamwork and _ individualiza- 
tion of each case are essential to success in 
anesthesia for cesarean section. 


131 Riverside Drive 


DISCUSSION (Abstract) 


Dr. Roger J. Forastiere, Miami, Fla—The premedi- 
cation, the anesthetic method and the agent are selected 
which best fit the needs of the patient at hand. Flexi- 
bility in the use of materials, drugs and methods is 
practiced not only from the point of view of the 
patient, though this consideration is primary, but also 
to satisfy the requirements of the operator, the operat- 
ing room nurse and the physical setup of the operating 
room. 

Next in importance to the individualization of treat- 
ment of the patient is the studied teamwork that can 
be achieved between all individuals concerned with the 
operation: the operator, nurse, anesthetist and patient. 

Dr. Wood’s paper indirectly stresses the inadequacy 
of our present method, agents and technics. The ideal 
is far from being achieved at present and the search 
for the ideal must continue. 


Dr. John T. Stage, Jacksonville, Fla—There are two 
things in the anesthesia of cesarean section that have 
interested me. One is that the metabolism of the mother 
seems higher than in the normal patient. I use cyclo- 
propane when I wish to give a gas anesthesia and it 
appears to me that it is necessary that I use large per- 
centages of this gas to control the patient. The other 
point is the problem of resuscitation of the newborn. 
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In many places, this is still in a primitive stage. The 
doctor handling the baby should be skilled and should 
interest resident staff and nurses along these lines. 


Dr. T. E. Daly, West Palm Beach, Fla.—I like to think 
from the anesthesia reports coming out of Margaret 
Hague Hospital in Jersey City they do not have a good 
anesthesia department. They give many spinals. Their 
series is large and the records quite good as concerns 
spinal in cesarean section. 

Such drugs as cyclopropane, which make the baby 
appear to be better than he actually is, bring up the 
question of the ideal anesthetic. 

What is referred to as a classical spinal, that is, one 
not controlled as to level, can be very bad, just as bad 
as if not worse than anything that can be used, as 
far as the mother and baby are concerned. However, 
with a controlled low-level spinal, the tremendous drops 
in blood pressure sometimes seen with spinal in the 
pregnant female are seldom encountered, and the baby 
in turn does not suffer from the resultant anoxia. The 
baby is born pink and crying, the problems of the 
anesthetist, the operating room staff and the pedia- 
trician are diminished, the mother is in good shape and 
is less of a nursing problem, and as I said at the begin- 
ning the baby is much better off. 


Dr. Emile P. Eckart, East Tallassee, Ala—I should 
like to ask Dr. Adriani what success he has had with 
saddle-block technic in cesarean section. 


Dr. John Adriani, New Orleans, La—Each time a 
paper is presented on obstetrical anesthesia the question 
of spinal anesthesia arises. A year ago, at the meeting 
of the American Society of Gynecology and Obstetrics 
in St. Louis, Dr. Greenhill presented a paper on anes- 
thesia and analgesia in obstetrics. He quoted a maternal 
mortality of one in 300 or 400, I do not remember the 
figure exactly, from spinal anesthesia in cesarean sec- 
tion. This was an over-all figure obtained by writing 
to the larger centers in the country, and not the experi- 
ence in his institution. Such a death rate is appalling. 
However, it does not necessarily incriminate the method 
of anesthesia. It leaves out of consideration entirely 
how, by whom and why the spinal anesthetic was given. 
In many institutions, it is the custom of the operator 
to administer his own spinal anesthetic. He then “‘scrubs 
up” and directs the anesthesia or whatever is happening 
in anesthesia while he is operating. In many instances, 
nobody is observing the patient, noting the blood pres- 
sure, pulse and respiration. Under such circumstances, 
one can expect such a mortality. The spinal anesthetic 
should be administered by an anesthesiologist or some- 
one versed in spinal anesthesia and the anesthetist 
should remain outside the operating field to deal with 
whatever emergency may arise. Circulatory collapse, 
respiratory failure, nausea and vomiting may occur and 
should be dealt with promptly. If this is done, the 
mortality will be reduced considerably, if not elimi- 
nated. When a patient dies on the table from spinal 
anesthesia it usually results from circulatory failure. 
Hypotension, therefore, should not be taken lightly. For 
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some reason, when the spinal anesthetic is given to 
pregnant woman, or to an individual with increased 
intra-abdominal tension, the blood pressure falls pre- 
cipitously to a lower level than it does in cases where 
there is no such complication. 

We have had 350 spinal anesthetics for cesarean sec. 
tion in the past two years with no mortality. Ip 
proximately 75 per cent of the cases, a severe drop in 
blood pressure has occurred. Had these patients not 
been closely watched and promptly treated with a 
restorative (vasopressor) there is no doubt that we 
might have had one or two fatalities. Often the pres. 
sure falls to 40 and even 30 systolic and disappears 
completely unless treated. 


Saddle block for cesarean section always seems to be 
a subject of interest for most obstetricians. Saddle 
block does not yield the extent and intensity of anes. 
thesia necessary for abdominal surgery. In order to use 
spinal anesthesia for cesarean section, the dose of spinal 
anesthetic drug must be increased over that used for a 
saddle block. Complete loss of sensation up to at least 
the umbilicus is necessary, otherwise the patient will 
complain of pain. Saddle block will not yield this 
extent of anesthesia. 


-Dr. J. Colquitt Logan, Plains, Ga.—I have been 
rather disappointed that in the discussion of this sub- 
ject there has not been a more general endorsement of 
sodium “pentothal” in this type of operation. We use 
it quite extensively in our section. 


We are using a one per cent procaine by infusion 
into the tissues along the line of incision and just before 
the incision is made I give 3 cc. of a 2.5 per cent 
sodium “pentothal” intravenously. When the peri- 
toneum is opened and all packs are in, I begin with 
sodium “pentothal” and the patient is perfectly anesthe- 
tized, the uterus is then opened, the baby delivered; 
it comes out crying. There is no asphyxia, no trouble 
with the mother. A perfect anesthetic has been given 
and all is well. 


Dr. Fred E. Woodson, Tulsa, Okla—Dr. Wood was 
correct in saying the perfect anesthesia for cesarean has 
not yet been found. We have gone through all of 
these stages that have been mentioned here in our 
group. Before the advent of cyclopropane, we had 
combinations of nitrous oxide, ether and ethylene. We 
abandoned ethylene entirely when cyclopropane came 
into use. We did find that our incidence of atelectasis 
in the newborn was higher with the use of cyclo- 
propane, especially if there was any tendency toward 
eclampsia on the part of the mother. Then recently 
we have used more spinal anesthesia and with a few 
of the apprehensive patients, the combination of small 
doses of “pontocaine” supplemented after the baby has 
been delivered with “pentothal” only, purely for 4 
sedative effect, rather than an anesthetic effect. 

It is fortunate if the anesthetist has an opportunity 
to work with a group consistently who do surgical 
obstetrics, because that thing has to be worked out 
entirely on the individual basis. 
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COPPER SULPHATE METHOD FOR 
MEASURING SPECIFIC GRAVITIES 
OF WHOLE BLOOD AND PLASMA* 


A COMPARATIVE STUDY FOR ESTIMATION OF 
HEMOGLOBIN 


By Bruce R. Powers, M.D., F.A.C.P. 
C. THomas, M.D. 
Zor Emity ALBERT, M.A. 
Leia CLABOUGH and MARTHA TAYLOR 
Knoxville, Tennessee 


There are several tests available for the deter- 
mination of hemoglobin in the blood. These 
examinations are reasonably accurate when care- 
fully done and vary in simplicity from the rela- 
tively easily and quickly done Sahli method to 
the more complex oxygen capacity determina- 
tion of Van Slyke. This latter method and the 
Wong method for determination of iron content 
are considered the most accurate, but are im- 
practical for the average physician as a clinical 
procedure.! ? These authors say that all practical 
methods are colorimetric.?, They and others urge 
that to eliminate the confusion due to many 
different standards of normal all instruments 
be calibrated in grams per 100 cc. of blood. 
We have in our study followed this system and 
have ignored percentage figures which have 
been universally used in the past. 

We are describing and comparing with other 
tests a relatively new procedure for estimation 
of specific gravity of blood and plasma and by 
use of a conversion table obtaining hemoglobin, 
protein and hematocrit values.3 We are confin- 
ing the present study to hemoglobin estimation. 
We have become interested in the method as a 
routine office procedure and the present com- 
parative study was made to determine the accu- 
racy and simplicity of the procedure. We have 
as part of the present study also made hemo- 
globin estimations by the Sahli technic and the 
photoelectric colorimeter method. Blood sam- 
ples from 100 ambulatory patients comprised 
the study and there was no selection of cases. 
The Sahli method is well known and widely 
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used; subjective errors are possible in attempt- 
ing to match colors. The photoelectric colori- 
meter method is considered to be rapid and 
accurate; subjective errors are mainly eliminated. 

The copper sulphate method was devised by 
Phillips et alii to be a test for hemoglobin under 
field conditions during the war. The accuracy 
for hemoglobin determinations on whole blood 
alone is accurate within 0.5 gram per 100 cc. 
of blood and if specific gravity of plasma is 
determined, accuracy of hemoglobin results is 
increased within 2 per cent. Hemoglobin de- 
termination can be performed in one to four 
minutes. It can be used on whole blood with 
or without anticoagulants. All of our determi- 
nations have been made using an anticoagulant, 
Heller and Paul’s solution. 


This anticoagulant is a mixture of three parts 
ammonium oxalate and two parts of potassium 
oxalate. The total amount used does not exceed 
1 mg. per cc. blood and this has no measurable 
effects on the gravity results. 


Our usual technic is to draw 5 cc. of blood 
into a tube in which 0.5 cc. of anticoagulant has. 
been crystallized. Sedimentation rates are set 
up within four hours. If time permits hemo- 
globin estimates are made at the same time; 
otherwise the blood is refrigerated. All hemo- 
globin estimations are made within twenty-four 
hours. We use 16 copper sulphate solutions 
ranging in specific gravity from 1.016 to 1.076. 
(0.004 increase per bottle).* As most determi- 
nations come in a range of 11 to 14 grams of 
hemoglobin one quickly learns to use copper 
sulphate gravities from 1.048-1.064 and work 
up or down from this range. We have found 
that a tuberculin syringe with a fine hypo- 
dermic needle is simplest to use for dropping 
blood into the copper sulphate bottles. Also 
these fine needles make smaller drops thus per- 
mitting more tests to be done per bottle of solu- 
tion. An attempt is made to match the bottle 
of copper sulphate solution which has the same 
specific gravity as the sample of blood tested. 
This is easily done by expressing a small drop 
of blood into a few of the bottles of copper 


*Copper sulphate solutions were purchased from Machlett 


Chemical Company, New York. 
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sulphate solution until the particular bottle is 
found in which the drop of blood breaks through 
the surface and then hangs suspended for five 
to ten seconds. The tip of the needle is best held 
approximately 1 cm. above the surface of copper 
sulphate solution when the drop is expressed. 
If the drop breaks the surface of the copper 
sulphate solution and continues downward, a 
higher specific gravity is used for the next drop; 
if the drop breaks the surface and then rises a 
lower specific gravity is next used. All drops 
eventually sink to the bottom. With a little 
practice the gravity can usually be found by 
using three to five bottles. Specific gravity of 
plasma can be determined in a similar way if 
the blood has been centrifuged. The gravity of 
plasma will be appreciably lower than that of 
whole blood. With both these determinations 
the accuracy of hemoglobin assay is increased 
to within plus or minus 2 per cent in comparison 
to 10 per cent wherein the plasma gravity is 
assumed to be 1.026 plus. Values of hemoglobin 
have been obtained in this series by using whole 
blood alone or whole blood and plasma. How- 
ever, no differentiation is made in the results. 

When the specific gravity of whole blood 
alone or whole blood and plasma is obtained this 
is converted to grams of hemoglobin per 100 cc. 
blood by use of charts. Protein in grams per 
100 cc. blood is similarly determined when the 
plasma specific gravity has been assayed. 

It may be mentioned that only total protein 
determinations are available by this method. 
That is, no protein fractions are individually 
estimated. However, prior protein determina- 
tion methods are complex and the simplicity of 
this test should allow for more frequent studies 
of plasma protein. 


Atchley and others* found the copper sulphate 
method to be in close agreement with the Barber 
falling drop method for estimating the specific 
gravity of plasma. The same authors say that 
the copper sulphate method is reliable within 
plus or minus 2 grams per 100 cc. of blood 
using whole blood except in patients having 
gross hyperproteinemia. They summarize by 
saying: 

“The copper sulphate method for specific gravities of 
whole blood and plasma tested in the medical service 


of a general hospital proved to be simple and accurate 
and to provide a quicker procedure for estimation of 
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hemoglobin, plasma protein and except in specific types 
of cases, hematocrit and cell count.” 

Edwards in a study of 166 patients admitted 
to a general hospital overseas found close cor. 
relation between the copper sulphate method and 
more orthodox methods in determining specific 
gravity and hematocrit values. Eighteen spec. 
mens were checked using the photoelectric cel] 
determination and copper sulphate solutions and 
these closely agreed. 

O’Connor® has studied the copper sulphate 
method in 250 hospital patients and concluded 
that unless extended investigations reversed the 
present findings, the method would seem to have 
a definite place in hematologic study. He does 
not give any comparative figures using this or 
other methods. 


RESULTS 


The data consist of four separate determina- 
tions of the hemoglobin present in blood sam- 
ples from each of 100 patients. Only three dis- 
tinct methods of determinations were used, 
Sahli, photoelectric colorimeter, and copper sul- 
phate. The Sahli method was used for two of 
the determinations but by different technicians, 
Thus four sets of 100 measurements are availa- 
ble for analysis. They are summarized in To- 
ble 1. 

It is desired to determine what differences, if 
any, exist between the methods of test. Two 
kinds of differences are of interest. These are: 
(1) differences in the average hemoglobin found 
by the different methods, and (2) fluctuations in 
the determinations furnished by a given method. 
More specifically, (1) a test may be biased in 


SUMMARY OF DATA 


Method Samples Average Standard Deviation* 
Grams Grams 
Sahli C 100 12.5 1.60 
Sahli T 100 13.7 1.90 
Colorimeter 100 12.8 1.79 
CuSo4 100 13.3 1.74 
Table 1 


“Standard deviation— s- SV(X —X)2. For normally distri 


99 
uted data approximately 95 per cent of the data will be in the 
interval X plus or minus 2s. 
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the sense that it nearly always gives too high 
(or too low) a measurement in comparison with 
some standard method; (2) the hemoglobin con- 
tent will vary of course from patient to patient 
and in addition there will be fluctuations in the 
measurements of hemoglobin by a given method 
due to difficulties in applying the technic or due 
to inconsistencies in the technic itself. It is 
clear that the fluctuations of interest in (2) 
above are those due to the method. To deter- 
mine them would require a much more elab- 
orate experimental design than that represented 
by the data at hand. Statistically significant 
differences of the type described in (1) can be 
determined from our present data and this will 
be done. 


The differences in the results of the four 
methods can be clearly seen in Table 2 which 
gives the signs of the differences of the deter- 
minations of hemoglobin by the various pairs 
of methods on each of the 100 samples of blood. 
Thus, 84 of the Sahli C readings were lower 
than the corresponding Sahli T reading, 13 were 
higher, and 3 were equal. The odds are more 
than 99 to 1 against the chance occurrence of 
such a large difference between numbers of plus 
and minus signs. Thus we conclude that Sahli 
C gives consistently lower readings of hemo- 
globin content than Sahli T. Similar conclusions 
can be drawn from all the other pairs except 
Sahli C, photoelectric colorimeter. The differ- 
ence in the number of signs is not significant 
in that case. However, a more sensitive statis- 
tical test is available. The 100 differences Sahli 
C, photoelectric colorimeter yield an average of 
minus 0.3 gram and a standard deviation of 1.24. 
Student’s t-test then shows that the averages of 
the two methods are significantly different, the 


SIGNS OF DIFFERENCES 


Plus Minus_ Tie 


Sahli C, Sahli T 13 84 3 
Sahli C, Photoelectric colorimeter ~ 4 56 3 
Sabli C, CuSo4. 6 93 1 
Sahli T, Photoelectric colorimeter 90 7 3 
Sahli T, CuSo4 61 33 6 
Photoelectric colorimeter, CuSo4 29 66 5 


Table 2 
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odds of obtaining as large a difference as 0.3 
grams by chance being greater than 49 to 1. 


Thus all pairs of methods of determining hemo- . 


globin content show statistically significant dif- 
ferences in the average. This does not imply 
that the differences are medically significant of 
course. 


COMMENT 


This study of hemoglobin methods is of 
interest in showing averages and standard devia- 
tions of 100 blood samples. The Sahli technic 
by two operators gave the greatest difference 
in averages, that is 1.2 grams. One technician 
regularly obtained higher results than the other. 
Results of the photoelectric colorimeter method 
and CuSo4 method were intermediate between 
the two Sahli determinations. This illustrates 
well the technical margin of difference in a 
laboratory technic and emphasizes the need for 
recognition of this factor. In a normal blood 
sample a variation of 1.2 grams per 100 cc. is 
not medically significant but in a borderline 
anemia it then becomes important. 


Averages of copper sulphate determinations 
were 0.8 gram above the lowest Sahli determi- 
nation average and 0.4 gram below the highest 
Sahli determination average. Copper sulphate 
average was 0.5 gram higher than the photo- 
electric colorimeter average. 

The copper sulphate method eliminates cer- 
tain steps which are capable of producing error 
in other methods. By the simplest phase of 
this method, blood can be drawn into a syringe 
or capillary tube from the finger or vein and 
immediately expressed into the copper sulphate 
solutions. If the test is fundamentally sound 
and the solutions are accurately assayed this 
allows for only a slight chance of technically 
producing an error. In our hands the test is 
simpler than Sahli determinations and the re- 
sults are reproducible by different technicians 
to a higher degree. As is seen in the foregoing 
study, variation in Sahli readings by different 
operators is appreciable. 

Another factor in favor of the copper sulphate 
method is the use of the solutions for protein 
determinations. Initial total protein assays are 
quickly made and may show the need for fur- 
ther protein fraction studies by other methods. 
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Solutions of copper sulphate may be used for 
many tests. We have found the same specific 
gravities in bottles in which 100 samples had 
been tested as compared with fresh solutions. 
Bottles holding 120 cc. of copper sulphate solu- 
tions have been used. The initial expense of the 
method is only that of the desired number of 
copper sulphate solutions. The need for replace- 
ment of these solutions will depend on the fre- 
quency of use. 


SUMMARY AND CONCLUSIONS 


(1) A study is presented of hemoglobin esti- 
mations using the Sahli method, photoelectric 
colorimeter and the copper sulphate method. 


(2) A description of the copper sulphate 
method for estimation of specific gravities of 
whole blood and plasma is presented. The study 
has been primarily made to determine the accu- 
racy and efficiency of this method in clinical 
medicine. 


(3) Difference between the averages of the 
various methods were statistically significant. 


(4) Averages of the copper sulphate method 
were found to be 0.8 gram above the average 
of the lowest Sahli series and 0.4 gram below 
the average of the highest Sahli series and 
0.5 gram higher than the average of the photo- 
electric colorimeter. Averages of the two Sahli 
series gave a difference of 1.2 grams. 


(5) The copper sulphate method is accurate, 
reproducible and easily performed. 
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Now that pure vitamin Bue has been isolated 
from liver extract and from streptomycin cy- 
tures and other sources and is available for 
clinical use, there undoubtedly will be a ten- 
dency for the physician to administer it in many 
diseases. Almost certainly many patients will 
be given it who do not have a Biz deficiency 


- and, therefore, will not be benefited by it. Others 


who could be benefited by this substance, or sub- 
stances such as liver extract that contain it, may 
not have the substances prescribed for them and, 
if prescribed, they may be prescribed in too 
small amounts. The present unsatisfactory state 
of our knowledge is due to lack of an adequate 
number of controlled studies to elicit the precise 
indications for vitamin Biz therapy and the 
minimal and optimal therapeutic dose. 


As soon as vitamin Biz injections were shown 
to have a positive hemopoietic effect in persons 
with pernicious anemia, nutritional macrocytic 
anemia, and tropical and non-tropical sprue, we 
turned our thoughts toward some of the prob- 
lems confronting the practicing physician.’ Ac- 
cordingly, we selected four patients with peri- 
cious anemia, four with tropical sprue and four 
patients with nutritional macrocytic anemia, all 


*Received for publication April 21, 1949. 
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in relapse and all satisfying the following cri- nations, studies were initiated designed to de- 
teria: termine whether or not persons with pernicious 
(1) Macrocytic hyperchromic anemia anemia, nutritional macrocytic anemia, or trop- 
(2) Red blood cell count of 2,600,000 or less ical sprue would respond to the oral administra- 
(3) Color index of 1.0 or more tion of vitamin Biz and, if so, what was the 
(4) Megaloblastic arrest of the sternal bone relative efficacy of the same material when in- 
marrow jected parenterally and when administered oral- 
These patients were all hospitalized and given ly. As can be seen in the figures, they do re- 
adiet, under the supervision of Miss Jean Grant, spond. The response is standard in that after 
which was devoid of meat and meat products. some four or five days there is a definite feeling 
White blood cell and erythrocyte counts, hemo- of well-being, a desire for food and a reticulocyte 
globin determinations, and reticulocyte counts increase in number in the bone marrow and in 
were made daily by Hady Lopez, Flerida Ravelo the peripheral blood. The reticulocytes peak in 
and Marguerita Cimadevilla by methods already _ the peripheral blood at about the usual time and 
published. this peak is followed by an increase in red blood 
After a number of days of base line determi- cells and hemoglobin content. The megaloblastic 
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Chart 1 


Patient A.M. Note the definite reticulocyte response following oral administration of 300 micrograms or the intramuscular 
injection of 10 micrograms. 
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arrest of the bone marrow tends to disappear and 
the marrow becomes more normal in appearance. 
Because of the scarcity of material the actual 
studies done here gave a somewhat sub-maximal 
response. 


No entirely routine method of treatment can 
be satisfactorily followed by the practicing physi- 
cian in treating cases of nutritional macrocytic 
anemia. Each patient must be considered indi- 
vidually and the best method employed after 
making a precise diagnosis. At the time of publi- 
cation parenteral injections are indicated owing 
to the scarcity of therapeutic material. It is 
likely that they will continue to be indicated in 
many cases, certainly those with severe cardiac 
failure, severe neurologic changes, or severe 
gastrointestinal disturbances. Following paren- 
teral administration, there is a certainty that the 
patient actually will absorb it and that a de- 
ranged tract cannot serve as a block to the 
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absorption. The management of the patient jg 
so arranged that the medication is more easily 
kept under the supervision of the Physician, 
thus eliminating to some extent carel 

forgetfulness, and other possible interferences 

To summarize, the oral administration of large 
doses of vitamin to persons with pernicious 
anemia, nutritional macrocytic anemia, and trop- 
ical sprue in relapse is followed by a positive 
hemopoietic response and general clinical jm. 
provement. The hemopoietic response is charac. 
terized by reticulocytosis reaching a peak around 
the seventh day, and subsequently there is an 
increase in red blood cells and hemoglobin con- 
tent. 

There is considerable individual variation jn 
the response but the patients in this group can 
be said to take from thirty to fifty times as 
much material by mouth as by injection. The 
oral administration of an incubated mixture of 
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Patient J.A. The characteristic reticulocyte response following the intramuscular injection was absent following the oral admin- 
micrograms orally to this patient produced a hemopoietic response. 
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vitamin Biz and normal human gastric juice 
cuts down this amount to about five to ten 
times the parenteral dose. 

It is of great interest that two of the pa- 
tients with pernicious anemia who were given 
thirty micrograms of Biz by mouth developed 
acute combined system disease. When thirty 
micrograms of the same material was incubated 
with human gastric juice and given to these 
patients, the blood responded and there was 
also a disappearance of the acute signs of com- 
bined system disease. 
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CONTINUATION IN MEDICAL EDUCA- 
TION AND SOME OF ITS IMPLICATIONS* 


By JosepH W. MountIn, M.D.t 
Washington, D. C. 


Largely as a result of the impact of the 
chronic disease problem on public health, those 
of us who work in the public health field are 
becoming more sharply aware than ever before 
of the necessity for providing the practicing 
physician with greater opportunity to increase 
his medical knowledge and improve his profes- 
sional skill. 

Continuation of his medical education is par- 
ticularly essential for the general practitioner. 
In a very high proportion of instances, he will 
be the first member of the medical profession 
to examine an individual requiring attention for 
cancer, diabetes, heart disease, or some other 
illness of a chronic nature. The character of 
the examination performed by the family physi- 
cian and his sensitivity to early signs and symp- 
toms will determine, in a large majority of cases, 
whether or not an incipient long-term disease 
will be detected at a stage when morbid proc- 
esses may still be reversed, or at least stabilized. 


If the family physician is to fulfill adequately 


*Read in Section on Medical Education and Hospital Training, 
Southern Medical Association, Forty-Second Annual Meeting, 
Miami, Florida, October 25-28, 1948. 

tAssociate Chief, Bureau of State Services, Public Health 
Service, Federal Security Agency, Washington, D. C. 
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his responsibility for detecting and accurately 
diagnosing early symptoms of long-term ailments 
and arresting their progress, the way must be 
paved, more smoothly than heretofore, for him 
to continue his medical education after he be- 
gins to practice. 


Because of public interest in and financial 
support derived from the Hospital Survey and 
Construction Act, many rural areas of the United 
States will soon have, for the first time, a mod- 
ern hospital. The presence of an up-to-date hos- 
pital will, no doubt, attract to many such com- 
munities young physicians adequately trained in 
the medical specialties most commonly in de- 
mand. All such communities may not, of course, 
be so fortunate within the near future. In either 
case, however, the great bulk of medical atten- 
tion (for the time being at least) will be pro- 
vided by general practitioners currently living 
in those communities. 


Fortunately, the average physician in the 
United States is already receptive to the idea 
of postgraduate training. Even with all the diffi- 
culties which family physicians must face at 
present in attempting to continue their medical 
education, a very large percentage of those now 
in practice are currently participating in some 
type of refresher or continuation course. 


There are, nevertheless, many considerations 
which may deter the general practitioner from 
continuing his education. He may be reluctant 
to leave his practice for an extended period of 
time, either because of the financial loss in- 
volved or because of a strong feeling that he 
should remain constantly available to his pa- 
tients. The expenses of travel and tuition fees 
are obstacles which he may not be able to sur- 
mount. Furthermore, the courses being offered 
within easiest access of his home may not be of 
the type or length he desires. 


There are other problems associated with 
postgraduate medical education for the general 
practitioner besides those of providing him with 
courses of appropriate length and content and 
encouraging him to take them. Among those 
which might be mentioned as worthy of study 
are: 

(1) Place and Method of Training.—Should 


continuation study for physicians be organ-. 


ized around a medical center, a teaching hos- 
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pital, or a local hospital or clinic? Or should 
greater stress, perhaps, be placed on the circuit 
technic of instruction? Should greater use be 
made of the preceptor method of instruction, or 
of correspondence courses? To what extent 
should visual and other types of teaching aids 
be employed? 

(2) Numbers and Method of Selection—How 
many physicians should be allowed to take ad- 
vantage of existing limited facilities for contin- 
uation study? Should simple application by the 
individual doctor be enough to admit him to a 
particular course, or should candidates be ap- 
pointed by the institution or body conducting 
the course on the basis of some predetermined 
criteria? 

(3) Physical Facilities Needed—What is re- 
quired in the way of laboratories, clinics, lecture 
halls, and libraries, and where should such facili- 
ties be located? 

(4) Qualifications of Teaching Staff—How 
should they be determined? Should instructors 
be furnished by medical schools, by hospitals, 
by local or state medical societies, by local or 
state health departments? How can qualified 
teachers be recruited and trained to give post- 
graduate instruction? 

(5) Financial Support——Where can sufficient 
funds for conducting postgraduate medical edu- 
cation be obtained, and how should they be em- 
ployed? What should be the role of medical 
schools, foundations, and federal and state gov- 
ernments in financing postgraduate training? 

(6) Administration of Postgraduate Educa- 
tion —What agencies, institutions, or voluntary 
organizations should be responsible for conduct- 
ing continuation study for physicians? How can 
cooperative sponsorship arrangements be worked 
out? 

Attempts have been made and are at present 
being made in various sections of the country 
to answer some of these questions and to meet 
the needs of practicing physicians for continuing 
medical education. Since most of my own experi- 
ence has been in the field of public health, I 
shall limit my remarks to a few highlights of 
attempts currently being carried out either under 
the auspices of public health authorities or in 
fields in which public health officials have an 
important interest. 
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Control of venereal disease has been | 
nized for some time as essentially a public health 
function. Nevertheless, the success of a venereal 
disease control program depends to a large extent 
on the cooperation of the local family physician 
and on his ability to use the most up-to-date 
technics for diagnosing and treating cases of 
venereal disease. The Venereal Disease Division 
of the Public Health Service, consequently, at- 
tempts to reach both potential general practj- 
tioners and those currently in practice with the 
latest available information on venereal disease 
diagnosis and therapy. 

At the Public Health Service Medical Center 
in Hot Springs, Arkansas, administered by the 
Venereal Disease Division, refresher courses are 
given at regular intervals. Both state and local 
venereal disease control officers and interested 
private practitioners may attend these courses, 
Approximately 35 physicians of all types, includ- 
ing a sizable number of general practitioners, 
attended one typical recent class, which lasted 
for three weeks. Although no tuition fees are 
charged for these refresher courses, those who 
attend them must travel at their own expense. 


On the state level, Pennsylvania has been pio- 
neering in the provision of postgraduate educa- 
tional opportunities for physicians in venereal 
disease control. A series of seminars, designed 
for the practicing physician, has been organized 
by the state venereal disease control officer. As 
many as 150 physicians participated in one such 
seminar held during 1947. Their travel expenses 
were paid by the state health department from 
funds allocated to the state by the Public Health 
Service for venereal disease control. 


New developments in postgraduate education 
of physicians are occurring in fields on which 
public health agencies have recently begun to 
focus greater attention, namely: mental health 
and cancer control. The Public Health Service 
has taken an active part in these developments 
and, under the authority given to it by Con- 
gress to allocate funds, is aiding in the training 
of mental health and cancer control personnel. 

The Mental Hygiene Division of the Service 
financed four training institutes during the past 
year, in one of which nurses alone participated 
and in the other three of which physicians, 
nurses, and psychologists took part. Because 
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both specialists in psychiatry and general prac- 
titioners with psychiatric training are all too few 
in number, the objective of the institutes spon- 
sored by the Mental Hygiene Division is to 
give some practical psychiatric training to as 
many physicians as possible. Teaching staffs of 
these institutes are paid travel expenses, but 
persons who attend must defray their own travel 
and living expenses. 

An example of a successful institute of this 
type was that arranged by the Department of 
Psychiatry of the University of Colorado Medi- 
cal School and held recently in Denver. The 
institute’s staff consisted chiefly of members of 
the medical school faculty. The course was 
organized primarily for general practitioners but 
participation was limited to 20 physicians, 
selected on the basis of information supplied 
on an application blank mailed out. by the De- 
partment. The program of the course consisted 
of lectures, group discussions, and clinical work 
in the several outpatient departments of the 
university medical center, including the child 
guidance clinic. All members of the institute’s 
faculty acted as instructors, each being responsi- 
ble for supervising and assisting two participat- 
ing physicians. 

The institute held in the Public Health Service 
mental hospital in Lexington, Kentucky, was a 
four-day meeting consisting of lectures illustrated 
by motion pictures. Announcements were sent 
to the entire membership of the Kentucky Med- 
ical Society, to nurses living in the vicinity of 
Lexington, and to psychologists in all parts 
of the state. The teaching staff was composed 
of outstanding specialists in various branches 
of medicine. Their lectures featured psychoso- 
matic aspects of their various specialties, and 
were designed primarily for physicians in gen- 
eral practice. Of the 408 registrants for the 
institute, 125 were physicians. 

In the field of cancer control, the pattern of 
postgraduate training has not fully crystallized 
as yet, although various technics are being ex- 
perimented with. 

The National Cancer Institute has given two 
states special project grants for short-term train- 
ing of general practitioners in cancer detection 
and control, while another state has used cancer 
control funds from the Institute for rotating 
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practicing physicians on the staffs of cancer 
clinics within the state. 

In about 30 per cent of the states, seminars, 
refresher courses, and “cancer teaching days” 
have been organized on a regular basis and 
“traveling cancer clinics” have been established, 
in a number of states, by university medical 
schools and local medical societies. 


In Kentucky and Oklahoma, a mobile unit, 
dubbed a “cancermobile,” travels around within 
the state and provides a means whereby local 
physicians can consult with specialists in cancer 
management. The unit’s staff consists of a 
physician, a nurse, and necessary ancillary per- 
sonnel. The physician of the unit consults with 
general practitioners in a community and helps 
them to prepare case work-ups for subsequent 
consultation with the specialists. Although these 
circuit clinics are not conducted primarily for 
educational purposes, they undoubtedly do have 
the effect of acquainting local practitioners with 
effective methods of cancer management. They 
are jointly sponsored and financed by state 
chapters of the American Cancer Society and 
state health departments, the latter using funds 
made available to them by the National Cancer 
Institute. 


The Cancer Institute has also prepared a spe- 
cial series of visual aids on oral cancer for the 
use of dentists and general practitioners. In 
addition, it is assisting financially toward the 
support of courses of instruction in the Papani- 
colaou technic for cancer case finding and is 
sponsoring a clinical trainee program in cancer 
management. 


The Laboratory Division of the Public Health 
Service’s Communicable Disease Center in At- 
lanta, Georgia, has adopted a somewhat different 
approach to postgraduate instruction. Under the 
auspices of the Laboratory Division, practical 
refresher courses are given at the Center in 
principles and methods of laboratory procedure 
as applied to the diagnosis of communicable 
diseases. Emphasis is placed on practical aspects 
of diagnostic laboratory work involving micro- 
biology. Although each of the seven courses 
in this field being offered at the Center is 
complete in itself, an effort has been made to 
integrate them all so that students, if they wish, 
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may take several courses of related interest 
through consecutive attendance. 

Various instructional technics are employed in 
these courses, including laboratory exercises, 
demonstrations, motion pictures, and group dis- 
cussions. Each class is limited to around 20 
students and a high instructor-student ratio is 
maintained. No tuition or laboratory fees are 
charged, but travel arrangements are made and 
expenses paid by either the student or his 
employer. Course length varies from one to six 
weeks. 


In order to stimulate the interest of practicing 
physicians in these short refresher courses organ- 
ized primarily for laboratory directors, the Cen- 
ter has had short resumes of their content pub- 
lished in appropriate medical journals of wide 
circulation. This method of publicizing the 
courses has apparently persuaded a good num- 
ber of practicing physicians to attend. 


It might be informative also to mention briefly 
an attempt being made currently to offer post- 
graduate instruction in a new dental technic to 
practicing dentists. Under the topical fluoride 
demonstration program recently initiated by 
the Public Health Service, field demonstration 
units, each consisting of one dentist, two dental 
hygienists, and a clerk, will visit communities 
in states which request their services. In each 
community visited, the teams will apply sodium 
fluoride topically to the teeth of as many grade 
school children as possible. Although the teams 
will place major emphasis on convincing com- 
munities of the value of local topical fluoride 
programs, they will also make special efforts to 
have practicing and public health dentists attend 
their demonstrations. In this way, it is hoped, 
local dentists will be able to learn the technic 
of applying the fluoride treatments sufficiently 
well to perform their part in meeting the in- 
creased demand for such services. 


Much is being done in the field of maternal 
and child health to provide opportunities for 
practicing physicians to obtain postgraduate 
training. Courses in obstetrics and pediatrics 
have been given for some years now in various 
states, with the assistance of funds allotted by 
the Children’s Bureau of the Federal Security 
Agency. Tens of thousands of physicians the 
country over have taken advantage of these 
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courses. Undoubtedly, many of you are ac. 
quainted with them through personal experi- 
ence. Since the time at my disposal is limited, 
and since the program of education for prac. 
titioners in obstetrics and pediatrics sponsored 
by the Children’s Bureau is comparatively wel] 
known, I shall not attempt to describe it in 
detail here. 


What conclusions, if any, can be drawn from 
these and related programs of postgraduate edu- 
cation: conclusions which might point the way 
toward solution of the problems referred to at 
the beginning of this paper? 

None, I am afraid, which will be valid under 
all circumstances. 

Nevertheless, the fund of experience accumu- 
lated in these operating programs can, I think, 
be usefully applied in the development of a 
consistent approach to continuation study for 
physicians engaged in active practice. On the 
basis of evidence furnished by some of these 
programs, certain answers to the questions we 
have considered suggest themselves. 

For example, practicing physicians can be 
attracted to postgraduate courses most effec- 
tively, it appears, through the usual channels 
of medical information, such as announcements 
placed in medical journals and made at medi- 
cal society meetings. Repeated announcements 
of this type are sometimes particularly valuable 
in soliciting students. Furthermore, it would 
seem that personal expenses and prevailing tui- 
tion fees do not, at least now, act as a deterrent 
to physicians who might wish to engage in con- 
tinuation study. During less prosperous periods, 
however, it is conceded that expense might well 
be an inhibiting factor, especially if fees were 
based on actual cost of instruction. 

Insofar as length and content of courses are 
concerned, the following points are worth noting: 

(1) Courses should be greatly concentrated, 
with every moment of the student’s time fully 
scheduled. 

(2) The total time allotted for each course 
should be as short as possible. Short courses 
should ordinarily last no longer than four or 
five days and should not, in any case, exceed 
a few weeks in length, since a general prac- 
titioner will seldom want to leave his practice 
for a longer period of time. Material which is 
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not too comprehensive in scope can generally 
be presented adequately within a period of one 
or, at most, a few weeks if “filler” material is 
carefully eliminated. This is not to say that 
Jonger courses, extending over a year or more, 
in fundamental medical subjects and in spe- 
cialty fields are inappropriate; far from it. 
Courses of this type, however, will normally 
attract only a very small minority of those 
physicians who intend to remain in general 
practice. 

(3) Course content should usually be built 
around technics of diagnosis or therapy related 
to a single entity or specific group of similar 
diseases. Courses of this kind actually assist 
practicing physicians in a concrete manner to 
serve their patients. 

(4) Postgraduate students taking a particular 
course ought to be divided, whenever possible, 
into small groups so that close personal associa- 
tion between students and members of the in- 
structional staff will be facilitated. 

(5) Adequate “follow-up” of physicians who 
have taken postgraduate courses is perhaps more 
valuable to them than the courses themselves. 
A physician who has attended a postgraduate 
course will usually find it extremely advantage- 
ous to maintain professional contact, after the 
conclusion of the course, with its instructional 
staff. The soundness of this concept has been 
demonstrated convincingly in connection: with 
the courses on laboratory procedure offered at 
the Communicable Disease Center of the Public 
Health Service in Atlanta. Members of the 
Center’s Laboratory Division staff, who act as 
instructors for these courses, encourage former 
students to consult them on technical problems. 
A gratifying result of this policy has been that 
local physicians and laboratory directors who 
have studied at the Center are developing the 
habit of referring specimens with rare or unusual 
characteristics to the staff of the Laboratory 
Division. 

The experience of most of the operating pro- 
grams of postgraduate study referred to above 
indicates that the clinical method of instruction 
probably brings the best results. Physicians, 
apparently, benefit most from courses in which 
they actually work with patients, or, in the 
tase of laboratory training, from those in which 
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they have actual material to analyze. Among 
other instructional technics found to be useful 
in these programs are: 

(1) Encouragement of student questions, so 
that instructors can be certain the material 
taught is being mastered. 

(2) Liberal use of teaching aids, including 
film strips and motion pictures. 

(3) High ratio of instructors to students. 


To the problem: “Where should postgraduate 
training be offered?” these answers can be culled 
from the experience of the programs which have 
been cited: 

(1) The place at which postgraduate courses 
are given must, necessarily, be adapted to local 
conditions. In a large city, where many physi- 
cians live and where teaching facilities are avail- 
able, it will be profitable to use the medical 
center as the locale for such courses; in rural 
areas, on the other hand, courses must be 
brought to the physician. 

(2) Although “traveling circuit” courses are 
extremely valuable, many practical difficulties 
are encountered in organizing them, particularly 
with respect to obtaining teaching personnel will- 
ing to staff them. Furthermore, although circuit 
courses have proved to be popular with local 
practicing physicians, whenever they are tried, 
they should not be used to the exclusion of 
other means of furnishing postgraduate instruc- 
tion. Both circuit-type courses and courses at 
a teaching center should be offered to physicians 
if possible. 

(3) Wherever practicable, agencies sponsoring 
postgraduate courses should attempt to organize 
them in relation to a medical teaching center 
or a. university. 


How should physicians be chosen to take 
advantage of postgraduate training opportuni- 
ties? In any case, apparently, the number of 
physicians who should be allowed to participate 
in postgraduate courses will depend on the ob- 
jectives of particular courses. Beyond that, 
there are two sharply defined positions held on 
this question by those who have had experience 
with conducting postgraduate courses in the pub- 
lic health field. One group maintains that select- 
ing physicians to attend such courses is much 
less of a problem than encouraging them to par- 
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ticipate in sufficient numbers. The other be- 
lieves that applicants should be selected on the 
basis of their background, training, and geo- 
graphical location with respect to the place at 
which a particular course is given. It is essential, 
according to the latter view, that classes be 
composed of physicians with comparable levels 
of experience and ability. 


Unanimity is quite marked on the necessity 
for employing such physical facilities as labora- 
tories, clinics, lecture halls, and libraries as ad- 
juncts to adequate postgraduate medical instruc- 
tion. More can be taught in a short time with 
the assistance of adequate physical facilities, it 
is maintained, than can be effectively presented 
over a long period if such facilities are lacking. 


With regard to selection and qualifications of 
teaching staff for postgraduate courses, it ap- 
pears to be the consensus of those who have 
been connected in an administrative capacity 
with postgraduate training in fields of public 
health interest that sole reliance should not be 
placed on medical school facilities. While it is 
probably true, they believe, that the most capa- 
ble teachers will be found, by and large, among 
medical school staff members, such men are not 
always good postgraduate teachers; on the other 
hand, there is considerable latent teaching talent 
among practicing physicians. On the whole, they 
feel, instructors for postgraduate courses should 
be men who have useful knowledge to impart 
on some aspect of medical science. 

Whatever his academic background may be, 
however, a successful teacher of postgraduate 
courses must thoroughly understand the atti- 
tudes and problems of the general practitioner. 


Some indication of the auspices under which 
postgraduate instruction for physicians should 
be administered can also be obtained from the 
experience of operating programs of instruc- 
tion in public health fields. Medical societies, 
medical schools, and teaching hospitals, it ap- 
pears, are considered to be the most desirable 
sponsoring agencies for courses of the more 
formal type, those in which clinical instruction 
is necessary. Health departments, although they 
may cooperate either financially or in other 
ways in sponsoring such courses, are probably 
better equipped, it is felt, to conduct programs 
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of study requiring application of specific Public 
health technics. 

It may seem curious that those who have been 
conducting the programs of postgraduate train. 
ing I have discussed apparently do not devote 
much attention to the financial implications in- 
volved in organizing continuation courses for 
physicians. The reason for their seeming lack 
of concern about this fundamental question js 
not difficult to discover. By and large, the pro. 
grams I have cited have been administered under 
the aegis of public health agencies; consequently, 
funds for their operation are more or less as. 
sured. 

It is also evident that those who are cop. 
ducting postgraduate courses in fields of public 
health interest have not defined their thinking 
on the matter of administrative mechanisms for 
providing postgraduate training as clearly as 
they have on other aspects of the subject. Here 
again, the reason is that their programs operate 


- more or less within a predetermined administra- 


tive framework. 


Problems of administration and financing, de. 
spite the fact that they have not been given 
particular consideration in the programs alluded 
to, represent the major obstacles to further de- 
velopment of postgraduate educational oppor- 
tunities for physicians. It would be a mistake 
to neglect them in favor of over-concentration 
on such questions as course-content and teach- 
ing technics. 

Although there is some evidence that progress 
is being made toward the goal of administrative 
and financial cooperation on a nation-wide scale 
among agencies interested in sponsoring post- 
graduate instruction for physicians, present ef- 
forts to organize such instruction are still largely 
uncoordinated. A majority of general practition- 
ers have only fortuitous contact, at best, with 
any sort of continuation study. 


The complete solution to the complex problems 
surrounding postgraduate education of practicing 
physicians cannot be easily achieved. It does 
not lie, of course, in any of the patterns of 
operation which have worked more or less sut- 
cessfully in the specific programs described in 
this paper. These patterns, however, do suggest 
methods for solving certain aspects of the prob- 
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involved. For that reason, they may well 
merit careful study by all agencies and institu- 
tions interested in providing increased educa- 
tional opportunities for physicians in general 


practice. 


DISCUSSION (Abstract) 


Dr. Wilson T. Sowder, Jacksonville, Fla—In Florida 
we have no medical school as you know. There is 
no undergraduate training in medicine. The State Board 
of Health has, for the reason that there is no medical 
ghool, undertaken some responsibility along this line. 
For instance, over a period of forty or fifty years we 
have built up a rather decent medical library with 
about 12,000 volumes which are available by mail to all 
physicians in the state. 

We also have a large library of movies, about 300. 
Most of these are for laymen but a large proportion are 
medical films for medical people. The State Board of 
Health subsidizes postgraduate medical education in 
various ways. We furnish scholarships naturally for 
those interested in public health and pay 75 per cent 
of their salary while they are away at school. 

We have paid private physicians to go away for short 
courses in venereal disease control, cancer and pedi- 
atrics. In addition to that and in cooperation with the 
state university and Florida Medical Association, the 
State Board of Health furnishes the money to hold an 
annual short course for physicians in Jacksonville which 
is very well attended indeed. 

In addition to that we have other short courses from 
time to time: special short courses for Negro doctors, 
special short courses in venereal disease control and 
cancer. 

The short courses that we have held in cancer in co- 
operation with the American Cancer Society have, we 
think, been an outstanding success to date. We had 
one a year ago in Jacksonville which was attended by 
over 800 physicians from Florida and Georgia and more 
of those doctors sat in for three days and listened to 
those talks than I have ever seen at any other meeting. 
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I went out into the hall several times and it was hard 
to find anybody out there to talk to, which is very 
unusual at a medical meeting. We are making that an 
annual affair and we are having one this year in Tampa 
which I think will be a similar success. : 

There is a great need for that kind of thing all 
over the country and particularly here in Florida. 


Dr. W. Callier Salley, Norfolk, Va.—This is the first 
opportunity I have ever had to attend your section and 
it may be that the matter I wish to mention has been 
thoroughly considered by you before. Also, in order that 
I may not be misunderstood, may I say I was born 
in the State of Alabama, passed my life there, in the 
State of Georgia, and in North Carolina and Virginia. 

My observation is that there is one aspect of con- 
tinuation of medical education in the South which is 
practically an absolute failure and that is continuation 
of medical education of Negro physicians. 

I am aware that the state boards of health, that many 
of the medical schools, offer courses for the Negro 
physician. I am also aware many of them go to New 
York, but certainly in Norfolk the level of practice of 
the Negro physician is deplorable. We have a large 
Negro population there. We have a large number of 
Negro physicians, I suppose around 50. They have their 
own hospital which is run entirely by the Negro phys- 
icians and Negro administrators. I happen to be a con- 
sultant at that hospital. 

Of course, in our other hospitals naturally the Negro 
physicians do not practice, but we do have a large 
number of Negro patients, particularly on clinical 
service. There are two of these hospitals. In the two 
hospitals there is probably an average in my service 
alone of twenty-five. 

Very often, in getting a history of some of these pa- 
tients, I hear them remark that their physicians have 
been giving them a shot of penicillin a week to keep 
them healthy, as they are told. Very often we find 
that they have been subjected to long series of antiluetic 
treatments with no positive serum test at the beginning. 

I have no solution to the problem and maybe it is 
not as acute in other sections, but certainly we have a 
very definite responsibility in this regard. 
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TESTS FOR CANCER 


Work which received tremendous publicity 
over the country recently concerns a blood test 
to indicate the presence of malignancy in the 
body. For the past fifty years studies have 
been made upon the proteins of the blood serum 
in cancer. The work was recently reviewed by 
Toennies,! ? of Philadelphia, who concludes that 
the serum proteins in human cancer are deficient 
in character and abnormal in kind. In particular, 
differences have been noted in the coagulation of 
cancer serum protein upon heating. Other pos- 
sibly diagnostic changes in human cancer serum 
have been suggested. 


Huggins and associates? at the University of 
Chicago have developed a quantitative technic 
for study of the amount of heat coagulable pro- 
tein in blood serum, and for study of something 
of the quality of the serum proteins by deter- 
mining their reaction with iodoacetate, a chem- 
ical which prevents their coagulation by heat. 


1. Toennies, Gerrit: Protein-Chemical Aspects of Cancer. Can- 
cer Research, 7:193, 1947. 

2. Huggins, Charles; Miller, Gerald M.; and Jensen, Elwood 
V.: Thermal Coagulation of Serum Proteins. II. Deficient Coagu- 
lation in Cancer and the Iodoacetate Index. Cancer Research, 9: 
177 (March) 1949, 
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Sera of a considerable group of hospitalized 
cancer patients were compared with sera of other 
patients in the hospital and with normal hos. 
pital attendants as controls. The total protein of 
a cubic centimeter of serum was determined jn 
the usual way, and the highest dilution of serum 
in saline which would solidify on heating, The 
heat coagulable serum protein of cancer pa- 
tients in relation to total protein tended to be 
lower than that of normal persons. The jodo- 
acetate reaction was investigated by heating a 
measured quantity of serum with various q- 
lutions of iodoacetate to determine the least 
amount of iodoacetate which would prevent 
coagulation. The lower the iodoacetate value or 
concentration, of course, the lower the quantity 
of heat coagulable protein in the serum under 
investigation. Serum of cancer patients came 
in characteristic ranges for the coagulable pro- 
tein which is inhibited by iodoacetate. 

In the series of patients studied, the Chicago 


_workers say, cancer could be diagnosed with a 


high degree of accuracy. There was excellent 
correlation of clinical and laboratory data 
“False positives” were obtained in cases of pul- 
monary tuberculosis and in several other severe 
illnesses. “False negatives” were obtained in 
certain cases of controlled cancers. 

The test is general or systemic in nature, of 
course, and in no way specific for cancer. It 
has no relationship to a definite cancer cell, 
enzyme, or other specific product of malignant 
growth. Quantities of certain proteins normally 
present in blood serum are shown to be reduced, 
and patients with malignancy fall into a partic- 
ular range. The tests, which require biochemical 
understanding and accuracy, will doubtless be 
run on cases of severe anemia, toxemic or 
eclamptic pregnancies, and severe infections, to 
see whether these may at times fall in the same 
serological classification. 

The work emphasizes the conception that 
cancer may have some of the aspects of a defi- 
ciency disease, in persons with a malnutritional 
low serum protein level. With cancer constantly 
on the increase, and industrial workers increas 
ingly exposed to carcinogenic chemicals, it might 
be worth while to remove from such occupa 
tions all persons who show a lowered blood 
protein which does not respond to dietary 
therapy. 
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Still another cancer test, a test for urogenital 
cancer in women, has been described recently. 
An instrument resembling that employed for 
dectrocardiography is used, with terminals on 
the cervix and the abdomen. Langman and 
Burr’ of Yale and New York University report 
that there are differences of electrical conduc- 
tivity which register on their machine if a 
malignant growth exists near the cervix. 

It is the result, they say, of a disturbance of 
the orderly growth pattern characterizing all 
healthy living tissue. Malignant growths are 
disorderly and without plan. This method is said 
to have identified the patient with gynecologic 
cancer in more than 80 per cent of persons 
tested. It again, like the blood test described 
above, is a non-specific reaction, which may 
provide useful corroborative information in the 
diagnosis of malignancy. 

The tremendous volume of work on cancer 
and the interest in it cannot but bear early 
fruit in clinical progress.* 


ARTHRITIS INVESTIGATION 


The various forms of arthritis cause more 
crippling and suffering than perhaps any of the 
numerous causes of death. Although they rarely 
appear upon a death certificate, the rheumatoid 
conditions are a common heritage of mankind, 
which few past middle life completely escape, 
and from which many suffer at a much earlier 
age. Measures chiefly advocated have been non- 
specific and palliative. Those which claim speci- 
ficity, such as gold salts, benefit only a small 
per cent. 

From the Mayo Clinic recently has come a 
description of cases greatly helped by a hor- 
mone from the adrenal cortex. Hench, of the 
Department of Surgery there, stresses the fact 
that rheumatoid arthritis is not invariably pro- 
gressive with irreversible changes. It often 
shows remissions, spontaneous or following ap- 
proved methods of therapy. It is usually greatly 
improved during pregnancy and following jaun- 
dice. More than 60 per cent of cases exhibit 


ancy n: t. 
~ J. Obst. and Gyn., 57:274 (Feb.) 1949. om 


4. Lee, Richard C.: Yal q 
Release May 8, 1949, le University News Bureau. Press 
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striking remissions of symptoms during these 
conditions. E. C. Kendall, of thyroxin fame, has 
extracted several pure compounds from the 
adrenal cortex, one of which he calls compound 
E. The cortex apparently produces several 
closely related substances which give similar 
reactions and are chemically related to desoxy- 
corticosterone, beneficial to patients with Addi- 
son’s disease. Compound E was administered 
by Hench, Kendall, Slocumb and Polley! to 
patients with rheumatoid arthritis with striking 
benefit and prompt relief of their pain. The 
red cell sedimentation rate also fell. When the 
therapy ceased, or a placebo was substituted, 
the symptoms usually returned, so that it ap- 
peared that the product would have to be taken 
daily to relieve these sufferers, as insulin is 
taken by diabetics. An adrenal stimulating hor- 
mone from the pituitary was also effective in 
two cases. 


The active products are difficult to prepare 
and will not be available this year for clinicians. 
The series in which compound E was studied 
was not large, and certain complications or un- 
desired effects were observed, such as stimula- 
tion of hair growth on the body, appearance of 
acne, and occasionally an endocrine disturbance. 
Such undesirable effects as hypertension have 
been noted following prolonged administration 
of other adrenal products. The quantity and 
timing of dosage will require considerable inves- 
tigation. Adrenal tumors are sometimes responsi- 
ble for sexual precosity and other changes. Fur- 
ther study of the effects of adrenal cortical 
products will doubtless also throw light upon 
physiology of the secondary sex characteristics. 


PLASMA PROTEIN DEPLETION 


Since the discovery of a successful treatment 
of pernicious anemia, blood hemoglobin and 
red cell studies have had an increased value for 
the clinician. The current use of liver for per- 
nicious anemia, and the subsequent isolation of 
half a dozen potent blood building materials 
including the recent trace vitamins Biz and Bua, 


1. Hench, P. S.; Kendall, E. C.; Slocumb, C. H.; and 
Polley, H. F.: The Effect of a Hormone of the Adrenal Cortex 
(17-hydroxy-11-dehydrocorticosterone; compound E) and of Pitui- 
tary Adrenocorticotropic Hormone on Rheumatoid Arthritis. Proc. 
Staff Meeting Mayo Clinic, 24:181 (April 13) 1949. 
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stem from the fundamental studies of Whipple 
and Robscheit-Robbins upon the activity of 
different foods in blood regeneration of dogs 
made anemic by a standard technic of bleeding. 
These investigators showed that the most po- 
tent of all foods for stimulation of blood cell 
and hemoglobin formation is liver. 

For the past several years the University of 
Rochester workers! ? have extended their blood 
regeneration studies to determine which foods 
are particularly stimulating for plasma proteins. 
Human plasma proteins are low in several seri- 
ous disorders including cancer and tuberculosis. 
The same technic with standardized bled dogs 
is used to study the plasma protein quantities 
upon various diets. It was observed that some 
proteins favor hemoglobin production; others, 
notably egg protein, favor plasma protein above 
hemoglobin. Fresh beef muscle favors hemo- 
globin production, the output being three or 
four times as high as that of plasma protein. 
Beef muscle feeding gave a total blood protein 
output about twice that obtained after egg feed- 
ing, and a striking preponderance of hemoglobin 
output. Beef heart and salmon muscle showed 
a pattern like that of beef muscle, with a lower 
total blood protein output. 

The effects of milk products, wheat, and pea- 
nut flours upon hemorrhagic hypoproteinemia of 
dogs was also studied. Casein was most con- 
sistently favorable. Lactalbumin and peanut 
flour were less effective. Liver best furthered 
the production of both hemoglobin and plasma 
protein. It stimulated hemoglobin production, 
however, about three times as much as plasma 
protein in the experiments done by them. Since, 
as was suggested above, serum and plasma pro- 
tein are low in malignant disease, and malignant 
disease is on the increase everywhere, perhaps 
plasma protein should be determined more often 
than it is. It has been noted that many carcino- 
genic chemicals are now used in industry. Pos- 
sibly in employes in these industries particu- 
larly the plasma protein should be determined 
frequently, and the low protein individuals kept 
in protected places. 


1. Robscheit-Robbins, F. S.; and Whipple, G. H.: Dietary 
Effects on Anemia Plus Hypoproteinemia in Dogs. I. Some Pro- 
teins Further the Production of Hemoglobin and Other Plasma 
Protein Production. J. Exper. Med., 89:339 (March) 1949. 

2. Idem: Dietary Effects on Anemia Plus Hypoproteinemia 
in Dogs. II. The Findings with Milk Products, Wheat, and 
Peanut Flours as Compared with Liver. Idem., p. 359. 
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Even in the present state of pa 
tients with malignant disease could with 
be given diets high in blood protein building 
foods. The newer vitamins’ will doubtless be 
investigated in this field. 


TWENTY-FIVE YEARS AGO 
From JOURNALS OF 1924 


Association Membership.t—The growth of the 
ern Medical Association was reported by 
as follows: * * * The fifteen states in the 
in 1912 may be called the original colonies and 
1243 members might be described as charter 
Of these 1243 physicians more than 60 per cent, or, 
be exact, 773, were residents of Alabama and 
neighboring states, Georgia, Tennessee, and Mississippi 
A statement of the membership in 1923 is quite dif. 
ferent. * * * The largest membership is in Texas, 768; 
the smallest, the District of Columbia, 136. * * * The 
ethical physician who would be true to his profession 
and to his patron must be identified with his county, 
state and national association. * * * Volunteer medical 
organizations may devote all their sessions to the dis- 


- cussion of scientific subjects. * * * The state association 


can make the state health department by its support 
or can unmake it by its indifference. 


3. Norris, Earl; and Majnarich, John J.: Vitamin Bu and 
Cell Proliferation. Science, 109:32 (Jan.) 1949. 

4. Davis, W. A.: Who’s Where. Sou. Med. Jour., 17:454 
(June) 1924. 


Book Reviews 


Preoperative and Postoperative Care of Surgical Patients. 
By Hugh C. Ilgenfritz, A.B., M.D., F.A.CS., formerly 
Assistant Professor of Surgery, Louisiana State Uni- 
versity School of Medicine, and Visiting Surgeon, 
Charity Hospital of Louisiana, New Orleans. With 
foreword by Urban Maes, M.D., DSc. FACS, 
Emeritus Professor of Surgery, Louisiana State Uni- 
versity School of Medicine, New Orleans. 898 pages, 
illustrated. St. Louis: The C. V. Mosby Company, 
1948. Price $10.00. 

This book covers recent progress in the physiologic 
aspects of care of the patient before and after surgery. 
Through application of the measures described, more 
extensive surgery is possible on poor risk patients, m- 
cluding patients advanced in years. 

The large scale use of whole blood, together with 
improvements in anesthesia, are the most important 
advances in this field. A good understanding of fluid 
and electrolyte balance is needed by most physicians 
and the underlying principles governing these phenomen 
are described. The chapter on burns is 
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worthy of study. Chemotherapy is now on a rational 
basis. Physiology and chemistry have made great con- 
tributions to surgery in the past ten-year period. 

The print is clear; and the number of illustrations 
and photographs is liberal. The index is complete. 
This well-organized volume will be useful to anyone 
who practices surgery. 


Racial Variations in Immunity to Syphilis. A Study of 
the Disease in the Chinese, White, and Negro Races. 
By Chester North Frazier, M.D., Dr. P. H., and Li 
Hung-Chiung, M.D. 122 pages. Chicago: The Uni- 
versity of Chicago Press, 1948. Price $2.50. 

The authors have admirably compared statistically 
the extent to which the various manifestations of syphilis 
as a disease affects the Chinese and the American 
whites and Negroes. Included in this study is a record- 
ing of the results tabulated from the examinations of 
5,492 Chinese, 3,328 American whites, and 8,025 Ameri- 
can Negroes. The Chinese patients were examined in 
the Peiping Union Medical College and the American 
patients were examined in the Syphilis Clinic of the 
Johns Hopkins Hospital. 

There is shown a decidedly measurable, though inex- 
plicable, difference in the extent to which the nature 
of syphilitic involvement is manifested in the three 
taces. Serious involvement in the cardiovascular and 
central nervous systems tends to occur less frequently 
in the Chinese than in the American races, in spite 
of the generally poorer nutritional intake of the Chi- 
nese. From the authors’ studies they were unable to 
support Levaditi’s theory of spirochaetal tropism. In 
all three races syphilis in the female was a less serious 
disease than in the male. 


This book will be of much interest to the syphilologist. 


An Introduction to Medical Mycology. By George M. 
Lewis, M.D., Assistant Professor of Clinical Medicine 
(Dermatology), Cornell University Medical School; 
and Mary E. Hopper, M.S., Research Fellow in Medi- 
cine, Cornell University Medical School. Third Edition. 
366 pages, 103 illustrations. Chicago: Yearbook Pub- 
lishers, 1948. Price $8.50. 

As the name of this book implies its purpose is to 
serve as a primer for those interested in medical my- 
cology. The first two editions were excellent, and in 
this third edition the material has been brought up to 
date and none of the fine qualities have been lost. 
ber authors continue to simplify greatly a complicated 
subject. 

The book consists of two parts: the first is concerned 
with the clinical and investigative aspects of mycology, 
and the second with the practical laboratory aspects 
of establishing an etiologic diagnosis. 

The authors’ discussion of immunity and cutaneous 
sensitization is well done. The literature on this in- 
volved subject is reviewed and analyzed. The cutaneous 
complications sometimes encountered upon the adminis- 
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tration of penicillin to patients with pre-exis ing fungous 
infections are discussed. Some might question the au- 
thors’ disappointing clinical results in the treatment of 
dermatophytosis with the fatty acid group. 

A review of this book impresses upon one the lack 
of effective specific therapy for many of the fungous 
diseases, 


The continued fine quality of this volume will make 
it highly useful for the dermatologist and for those 
interested in medical mycology. 


Taking the Cure. The Patient’s Approach to Tubercu- 
losis. By Robert G. Lovell, M.D., University Hospital, 
University of Michigan, Ann Arbor, Michigan. Illus- 
trated by Donald Gooch. 93 pages, illustrated. New 
York: The Macmillan Company, 1948. 


This little volume, written by a former tuberculosis 
patient for the purpose of indoctrinating the new arrival 
at the sanatorium, is full of such bits of advice as come 
from the understanding of the patient in relation to his 
disease. In addition to making numerous sound and con- 
crete suggestions to the patient, which are to help him 
make as rapid and as satisfactory an adjustment to pro- 
longed bed rest in the sanatorium as is possible, the 
author discusses intelligently at the patient’s level the 
nature of the tuberculous infection and methods of 
treatment. The book is very pleasantly written and 
should find its place in the libraries of many tuberculosis 
institutions. 


Psychodynamics and the Allergic Patient. By Harold A. 
Abramson, M.D., F.A.C.A., Associate Physician for 
Allergy, the Mount Sinai Hospital, New York, N. Y.; 
Assistant Professor of Physiology, Columbia University, 
New York, N. Y. Panel Discussion by Dr. Rudolf L. 
Baer, Dr. Ethan Allan Brown, Dr. Hal M. Davison, 
Dr. O. Spurgeon English, Dr. Frank Fremont-Smith, 
Dr. J. A. P. Millet, Dr. M. Murray Peshkin, Dr. 
Homer E. Prince, Dr. Sandor Rado, Dr. Edward 
Weiss. 81 pages, with illustrations. St. Paul and 
Minneapolis: The Bruce Publishing Company, 1948. 
This book is made up of the paper presented by 

Dr. Abramson as chairman of a panel discussion held 
at a recent meeting of the American College of Allergists, 
on the subject of the relation of psychosomatic medicine 
to allergy, plus the discussions by a number of psychia- 
trists and allergists which followed. It can be read 
easily in two hours and is easy reading. 

Dr. Abramson defines psychodynamics as the study 
of the effects of psychological forces on behavior, but 
the paper deals with the effects of these forces on 
allergic patients. 

The reviewer attended the original discussion and 
was among a number who came away feeling that he 
had been subjected to much verbiage of little value 
in handling cases. Ever since the dawn of the study of 
medicine many physicians have attempted to explain 
failures in diagnosis or treatment on the assumption 
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that the patient was neurotic. Now there is a new name 
for the same old condition, psychosomatic medicine. A 
discussant points out the fact that every successful 
physician uses a great deal of psychology in his treat- 
ment. 

In the study of subjects such as allergy, about which 
little still is known, it ill behooves us to turn our backs 
on any profered help. However, that too great reliance 
on psychology in handling allergic patients can lead only 
to disappointment. 


Clinical Aspects and Treatment of Surgical Infections. 
By Frank Lamont Meleney, M.D., F.A.C.S., Associate 
Professor of Clinical Surgery, College of Physicians 
and Surgeons, Columbia University, New York City. 
With a foreword by Allen O. Whipple, M.D. 840 
pages, with illustrations. Philadelphia and London: 
W. B. Saunders Company, 1949. Price $12.00. 


This book is a masterful presentation of clinical 
observations, bacteriologic studies and treatment of the 
various surgical infections as encountered by the author 
over a period of twenty-five years. It includes experi- 
ences in this field before and after the advent of the 
chemotherapeutic drugs. The system of presentation 
consists in a recounting of experiences with infections 
in tissue of the various regions of the body with 
additional chapters on such general problems as physio- 
logical considerations, septicemia, and war wounds. The 
index is amazingly complete and makes a given sub- 
ject immediately available. The bibliography is most 
complete and indicates the complete coverage of the 
subject. Fundamental concepts as well as_ practical 
application are presented throughout the work. The 
book is a most valuable one and should be available 
to all who are working in the broad field of surgery, 
medical student, and house officer as well as the actively 
practicing surgeon. 


Physical Treatment of Injuries of the Brain. By K. M. 
Hern, M.C.S.P., Diplomat of Liverpool Physical Train- 
ing College, In Charge of Physiotherapy Department 
Military Hospital (Head Injuries), Oxford, England. 
44 pages. Baltimore: The Williams and Wilkins Com- 
pany, 1947. Price $4.00. 

The Military Head Hospital in Oxford, England, 
under the direction of Brigadier Cairns and Air Marshal 
Sir Symond, during the war carried on a tremendously 
successful and well-organized work. 

The work described in this book is a continuation of 
the treatment of the acute and subacute phase of war 
wounds of the brain. It consists of an orderly, sys- 
tematic, progressive re-education of the paralyzed pa- 
tient and a description of the remarkable results obtained 
by persistent and intelligent work along these lines. 

The equipment used in the rehabilitation of these 
unfortunates is of the simplest variety in contrast to 


SOUTHERN MEDICAL JOURNAL 


June 1949 


the complex, expensive apparatus employed in Ameri. 
can installations. The main equipment consists of a 
rubber ball and a chair, probably less of a drain op 
the English tax payer. 

This book has a limited application. It should be 
in the library of all orthopedic hospitals and rehabilits. 
tion centers and should be a part of the medical 
student’s education. 


Malignant Disease and Its Treatment by Radium. 
Sir Stanford Cade, K.B.E, C.B., F.R.CS, MRCP 
Surgeon, Westminster Hospital, Mount Vernon Hos. 
pital and Radium Institute. With a foreword by Sir 
Ernest Rock Carling, F.R.C.P., F.R.CS., FF.R,, Con- 
sulting Surgeon and Vice-President, Westminster Hos. 
pital. Volume 1, Second Edition. 383 pages, with 
illustrations, some in color. Baltimore: The Williams 
& Wilkins Company, 1948. Price $12.50. 

The author has long been recognized as an authority 
in the field of malignant disease. The physics of radia- 
tion and biological effects of radiation are presented in 
a readable and extensively documented manner. Numer- 
ous illustrations and tables enhance this volume, written 
by an expert. 

This should prove to be of great value to the radiation 
therapist and those particularly interested in the treat- 
ment of malignant disease. It is not designed for those 
who have only a casual interest in this subject. 


Southern Medical News 


SOUTHERN SOCIETY OF ANESTHESIOLOGISTS 


A large group of anesthesiologists met at the Statler Hotel, 
Washington, D. C., on April 7-9 and organized the Southern 
Society of Anesthesiologists. The membership will be drawn from 
the same area from which membership in the Southern Medical 
Association is drawn, and this group will work closely with the 
Section on Anesthesiology of the Southern Medical Association. 
The Southern Society of Anesthesiologists elected Dr. Perry P. Vol- 
pitto, Augusta, Georgia, President; Dr. Harvey Slocum, Galveston, 
Texas, President-Elect; Dr. Donald Stubbs, Washington, D. C., 
Vice-President; and Dr. John Adriani, New Orleans, Louisiana, 
Secretary-Treasurer. On the Executive Committee: Dr. Fred E. 
Woodson, Tulsa, Oklahoma; Dr. Lloyd Mousel, Washington, D. C.; 
and Dr. R. M. S. Barrett, St. Louis, Missouri. 


SOUTHERN PEDIATRIC SEMINAR 


The Southern Pediatric Seminar will hold its 29th Annual 
Session in Saluda, North Carolina, July 18-30. This is a post- 
graduate course in methods of diagnosis, prevention and treatment 
of diseases of children. There will be forty-five outstanding 
pediatricians on the program and eight special lecturers. The 
Faculty has a representative from most of the universities in the 
South. Dr. Samuel F. Ravenel, Greensboro, North Carolina, is 


Dean; Dr. Mylnor W. Beach, Charleston, South Carolina, Vice- 
Dean; and Dr. D. Lesesne Smith, Jr., Spartanburg, South Caro 
lina, Registrar. Write M. A. Owings, Secretary-Treasurer, Saluda, 
North Carolina, for hotel accommodations and for information 
and registration. Registration fee is $25.00 and advanced registra- 
tion is requested. 
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ALABAMA 


Medical Association of the State of Alabama, at its annual 
ting held in Montgomery in April, elected Dr. Frank Wilson, 
Birmingham, President; Dr. W. R. Carter, Repton, Vice-Presi- 
dent, reelected, for Southwestern Division; Dr. B. W. McNease, 
‘tte, on the State Board of Censors to fill unexpired term of 
ry Dr. K. A. Mayer; and Dr. E. G. Givhan, Jr., Birming- 
ham, and Dr. J. D. Perdue, Mobile, reelected to the Board of 
‘Alabama Diabetes Association, at its organization meeting held in 
Montgomery in April, elected Dr. Seale Harris, Birmingham, Presi- 
dent; Dr. J. Harold Watkins, Montgomery, Vice-President; and Dr. 
D. Eichold, Mobile, Secretary-Treasurer. Plans were announced 
ke a diabetes children’s camp at Mobile, the first of its kind in 
Alabama, which will be named “The Seale Harris Memorial 
» fn honor of the president who has distinguished himself 

in the field of diabetes care and research. ‘ é 

Alabama Association of Obstetricians and Gynecologists, at its 
meeting held in Montgomery in April, elected Dr. A. E. Thomas, 
President, and Dr. Claud Johnson, Secretary-Treasurer, both of 

ery. 
_ oy Association of Pathologists has elected Dr. Joseph A. 
Cunningham, Birmingham, President; Dr. James S. P. Beck, 
Tuscaloosa, Vice-President; Dr. Albert E. Casey, Birmingham, 
Secretary-Treasurer; and Dr. Roger D. Baker, Birmingham, Mem- 
ber of Executive Committee. 

Dr. George A. Denison, City-County Health Officer, Birming- 
ham, has been elected President, Southern Division, American 
Public Health Association. Next year’s meeting will be held in 
a M. Scott, Jr., Birmingham, has been elected Secre- 
tary-General of the International Academy of Proctology. 5 

Dr. Ernst Von Lauda, Professor of Internal Medicine, Univer- 
sity of Vienna, Austria, addressed the Jefferson County Medical 
Society in March on “The Role of the Spleen in Blood 


as. 

Dr. Tom Meissner, former Baptist Hospital resident, Birming- 
ham, is Chief, Division of Eye Surgery, Lawson Veterans Ad- 
ministration Hospital, Chamblee. 

Dr. Charles Hyatt Field, Birmingham, and Miss Helen Virginia 
Minges, Rocky Mount, North Carolina, were married recently. 


DEATHS 


Dr. Louis C. Posey, Birmingham, aged 38, died April 30 of 
a heart attack. J 

Dr. William T. Collum, Red Bay, aged 71, died recently. 

Dr. Clinton Hillyer Richey, Valley Head, aged 45, died recently 
of acute posterior myocardial infarction. 

Dr. Edward Chapin Terrill, Mobile, aged 62, died recently of 
cerebral hemorrhage. 

Dr. Frederick E. Stockton, Birmingham, aged 65, died recently. 

Dr. Frank A. Lupton, Birmingham, aged 76, died in April. 


ARKANSAS 


Dr. Lowry H. McDaniel, Tyronza, was elected President-Elect 
of the Arkansas Academy of General Practice at its annual meeting 
held in Little Rock, April 13. 

Garland County Medical Society has elected Dr. E. R. Brown- 
ing, President; Dr. H. King Wade, Jr., Vice-President; and Dr. 
E. G. Houston, Secretary-Treasurer, all of Hot Springs. 

Monroe County Medical Society has elected Dr. E. D. Mc- 
Knight, President; Dr. Herd Stone, Vice-President; and Dr. W. 
L. Walker, Secretary-Treasurer. 

Lafayette County Medical Society has elected Dr. F. E. 
Baker, President; and Dr. A. W. Keith, Secretary-Treasurer. 

Phillips County Medical Society has elected Dr. M. Fink, 
President; Dr. R. L. Chrestman, Vice-President; and Dr. John 
B. Terry, Secretary-Treasurer. 

Randolph County Medical Society has elected Dr. J. W. 
Brown, President: Dr. N. K. Smith, Vice-President; and Dr. M. 
A. Baltz, Secretary-Treasurer. 

White County Medical Society has elected Dr. James D. Kin- 
ley, President; Dr. Paul T. Hudgins, Vice-President; and Dr. 
Hugh R. Edwards, Secretary-Treasurer. 

Dr. Robert Brown, formerly with Dr. M. C. Hawkins, Jr., 
Searcy, after being on medical mission duty in Southern 

, » Africa, has returned to Searcy and is again associated 
= 

vr. E. H. Abington and Dr. D. W. Sloan have been elected 
Directors, Chamber of Commerce, Beebe. 

Dr. and Mrs. S. A. Southall, Lonoke, celebrated their golden 
Wedding anniversary in February. 
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Dr. G. R. Siegel, Clarksville, has been elected Director, John- 
son County Chamber of Commerce. 

Dr. R. B. Robins has been elected President of the Civic 
Music Association, Camden. 

Dr. George E. Gibson, Monticello, has moved to Marvell. 


DEatTHs 


Dr. Grover C. Debolt, Little Rock, aged 64, died recently. 
os. Lawrence D. Berryman, Russellville, aged 70, died re- 
cently. 
Dr. Wright W. Hatcher, Pocahontas, aged 65, died recently. 
Dr. James Herbert Hamner, Aubrey, aged 78, died recently. 


DISTRICT OF COLUMBIA 


Dr. Oscar B. Hunter, Washington, President of Southern Medical 
Association, upon invitation of the officers of the Medical and 
Chirurgical Faculty of the State of Maryland, officially repre- 
sented the Southern Medical Association at the Sesquicentennial 
Celebration, 1799-1949, of the Medical and Chirurgical Faculty 
of the State of Maryland (state medical society) at Baltimore, 
on April 25-27. 


Dr. Samuel M. Wishik, U. S. Children’s Bureau, Washington, 
has been named Director of the Bureau for Mothers and Young 
Children in the City of New York Health Department. 

Dr. Max J. Fischer and Mrs. Joan Kaufman Nathan, both of 
Washington, were married recently. 

Dr. George William Ware, Washington, and Miss Patricia 
Kirby Jay, Marion, North Carolina, were married recently. 

A new theater in connection with Walter Reed General Hos- 
pital, Washington, which is expected to be completed in Novem- 
ber, will have a seating capacity of 500 and will cost approxi- 
mately $220,000. 

DEATHS 


Dr. Charles Walker Allen, Washington, aged 69, died recently 
of nephritis and endocarditis. 

Rs Frances Sage Bradley, Washington, aged 82, died recently 
of uremia. 

Dr. George Alexander Johnson, Washington, aged 58, died re- 
cently of acute congestive heart failure. 

Dr. Huron Willis Lawson, Washington, aged 75, died recently 
of myocardial failure. 

Dr. Alfred Cookman Norcross, Washington, aged 74, died re- 
cently of pneumonia. 

Dr. Robert Conrad Ruedy, Washington, aged 72, died recently 
of coronary occlusion. 


FLORIDA 


Dr. M. A. Lischkoff, Pensacola, is the recipient of the 1948 
award for outstanding, unremunerated public service, the award 
being the twenty-seventh presented annually by the Kiwanis Club 
of Pensacola. Dr. Lischkoff’s efforts in the organization of the 
Escambia General Hospital won him this recognition. 

Dr. Joseph R. Carver, formerly of Dalton, Georgia, has opened 
offices in Branford. 

Dr. John N. Moore, Ocala, has been reappointed Chairman 
¢) State Executive Committee, Florida Division, American Cancer 

iety. 

Dr. Wilbur C. Sumner, Jacksonville, has returned to his prac- 
tice after studying for the past year at the Memorial Hospital, 
New York City. 

Dr. Willard R. Gatling and Miss Jane Stevens Lindsay, both 
of Jacksonville, were married recently. 

Dr. David Kirsh, Miami, and Miss Athelda Gladstone, Bir- 
mingham, Alabama, were married recently. 


DEATHS 


Dr. Alanson Joseph Abbe, Winter Park, aged 87, died recently 
of heart failure. 

Dr. Charles Henry Crooks, St. Augustine, aged 73, died recently 
of coronary thrombosis. 

Dr. Frank L. Keeler, Miami, aged 74, died recently of broncho- 
pneumonia and fracture of rib as result of a fall. 

Dr. Clarence Willard Olson, Arcadia, aged 54, died recently of 
coronary occlusion. 

Dr. Herbert Ewing Riddel, Sarasota, aged 74, died recently 
of abdominal aneurysm. 

Dr. George Washington Sherouse, Campville, aged 63, died re- 
cently of cerebral hemorrhage. 
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GEORGIA 


Bibb County Medical Society has installed Dr. W. Charles 
Boswell, President; and elected Dr. C. H. Richardson, 
President-Elect; Dr. O, F. Keen, Vice-President; and Dr. A. M. 
Phillips, Secretary-Treasurer, all of Macon. 

Georgia M 


) 
— L. Elliott, President; and elected Dr. H. 
ident-Elect; and Dr. Ralph O. Bowden, Vice-President. 

Chattooga County Medical Society has elected Dr. R. N. 
Little, President; Dr. Wm. T. Gist, Vice-President; and Dr. 
John J. Allen, Secretary-Treasurer, all of Summerville. 

Cherokee-Pickens Medical Society has elected Dr. Robert T. 
Jones, III, Canton, President; Dr. I. F. Scofield, Tate, Vice- 
President; and Dr. Arthur M. Hendrix, Canton, Secretary- 
Treasurer. 

Colquitt County Medical Society has elected Dr. Edgar C. 
Holmes, President; Dr. J. E. Lanier, Vice-President; and Dr. 
P. D. Conger, Secretary-Treasurer, all of Moultrie. 

DeKalb County Medical Society has elected Dr. Lawrence P. 
Matthews, Atlanta, President; Dr. John E. Beck, Decatur, Vice- 
President; and Dr. F. C. Powell, Decatur, Secretary-Treasurer. 

Gordon County Medical Society has elected Dr. J. E. Bill 
President; Dr. R. D. Walter, Vice-President; and Dr. Lewis R. 
Lang, Secretary-Treasurer, all of Calhoun. 

Grady County Medical Society has elected Dr. A. B. Reynolds, 
President; and Dr. J. V. Rogers, Secretary-Treasurer, all of Cairo. 

Houston-Peach Medical Society has elected Dr. A. G. Hend- 
ticks, Perry, Secretary-Treasurer. 

Jackson-Barrow Medical Society has elected Dr. C. B. Lord, 
Jefferson, President; Dr. W. Q. Randolph, Winder, Vice-Presi- 
dent; and Dr. Edwin H. Etheridge, Winder, Secretary-Treasurer. 

Jefferson County Medical Society has elected Dr. James W. 
Pilcher, Louisville, President; Dr. Walter J. Revell, Louisville, 
Vice-President; and Dr. J. J. Pilcher, Wrens, Secretary-Treasurer. 

Lamar County Medical Society has elected Dr. J. H. Jackson, 
President; Dr. John B. Crawford, Vice-President; and Dr. S. B. 
Traylor, Secretary-Treasurer, all of Barnesville. 

Laurens County Medical Society has elected Dr. Tyrus R. 
Cobb, Jr., President; Dr. R. G. Ferrell, Jr., Vice-President; 
and Dr. O. H. Cheek, Secretary-Treasurer, all of Dublin. 

Polk County Medical Society has elected Dr. Raymond F. 
Spanjer, Cedartown, President; Dr. Joseph E. Griffith, Rockmart, 
Vice-President; and Dr. John J. Word, Cedartown, Secretary- 
Treasurer. 

Stephens County Medical Society has elected Dr. Arthur G. 
inger, Jr., President; Dr. Henry H. McNeely, Vice-President; 
and Dr. C. L. Ayers, Secretary-Treasurer, all of Toccoa. 

Atlanta Radiological Society was organized in March at a call 
meeting of the radiologists of Atlanta and Dr. J. J. Clark was 
elected President; Dr. Charles A. Priviteri, Vice-President; and 
Dr. Wm. W. Brown, Secretary-Treasurer, all of Atlanta. 

The Edgar Ballenger Memorial Lectureship, honoring the late 
Dr. Edgar Garrison Ballenger, was recently established by Dr. 
Harold P. McDonald, Atlanta, for the purpose of contributing 
to the memory of Dr. Ballenger, in a manner he would have 
approved of personally, by bringing to Atlanta each year one 
of the country’s eminent urologists to give an educational lec- 
ture on some urological subject of general interest. The 
Ballenger Memorial lecture was given by Dr. Reed M. Nesbit, 
Professor of Urology, University of Michigan Medical School, 
Ann Arbor, Michigan. 

Dr. James M. Crawford, formerly of Rome, has opened offices 
in the Hotel Lincoln, Lincolnton, for the practice of medicine. 

Dr. Wade H. Baggs, Jr., formerly of Camilla, has opened 
offices in the Commercial Building, Moultrie, practice limited 
to pediatrics. 

Dr. W. C. McCarver, Jr., formerly of Glennville, has opened 
offices in Gainesville, for the practice of general medicine. 

Dr. Ralph Monaco, Washington, D. C., has been appointed 
pathologist at City Hospital, Columbus. 

Dr. Thomas W. Stewart, Lithonia, has been selected the out- 
standing country doctor of Georgia. 

Dr. George S. Roach, Jr., and Dr. Robert Brown, Atlanta, 
who recently completed courses in bronchoscopy and esopha- 
goscopy at the University of Pennsylvania School of Medicine, 
Philadelphia, Pennsylvania, are associated with Dr. Murdoch 
Equen, Atlanta, in Ponce de Leon Infirmary. 

Dr. Harry Robert Lipton and Miss Marjorie Carol Gross, 
both of Atlanta, were married recently. 


DEATHS 


Dr. John Harold Butts, Ellaville, aged 54, died recently of 
encephalomyelitis following rabies vaccination. 

Dr. Harry Wray Porter, Atlanta, aged 63, died recently. 

Dr. James Reuben Blitch, Savannah, aged 80, died recently. 


Dr. Thi M. Cole, Albany, aged 48, died recen followin 
heart attack, ington, Macon, aged 58 
r. le en: , Macon, . 
Dr. Peter Clark Quarterman, Valdosta, aged 65, ao hints 
of a heart attack. 
Dr. Olin Heard Weaver, Macon, aged 76, died recently, 


KENTUCKY 


Caldwell County Medical Society has elected Dr. 
Cash, President; Dr. B. K. Amoss, Vice-President; and Dr : 
Cash, Secretary, reelected, all of Princeton. 

Four County Medico-Dental Society has elected Dr. B, 
Amoss, Princeton, President; Dr. K. L. Barnes, Princeton, 
President; and Dr. W. L. Cash, Princeton, Secretary, 

Dr. Leewan R. Kellam has located and is practicing 
gantown after serving in the Armed Services. 

Dr. John Walker Moore, retiring Dean, University of 
ville School of Medicine, Louisville, was guest of honor 
testimonial dinner at the Louisville Country Club which was 
attended by more than two hundred physicians on the teaching 
staff of the school. Dr. Moore was presented with a television 
set and an engraved silver plaque commemorating the occasion, 

Breckenridge Lodge of Masons recently dedicated a nursery 
at the Breckenridge County Memorial Hospital, Hardinsburg, 
the late Dr. Joseph E. Matthews of Harned. 

Dr. Addie M. Lyon, Frankfort, the new state public welfare 
commissioner, formerly head of Central State Hospital, Lakeland, 
was recently honored at a dinner meeting of the Committee 
on Institutions of the Louisville Council of Churches. 

Dr. Bruce Underwood, State Health Commissioner, Dr. Emmet 
F. Horine, Louisville heart specialist, and Dr. Charles A. Vance, 
Lexington, Kentucky State Medical Association, have accepted 
membership on a Subcommittee on Health with twelve other 
subcommittees, under the Committee for Kentucky, to formulate 
“plans for the future of the state. 

Dr. C. M. Brand has opened offices in Maysville for the 
practice of medicine. 

Dr. McLeon Patterson has moved to Somerset from New Or- 
leans, Louisiana. 

DEATHS 

Dr. Alson Herbert Baker, Berea, aged 68, died recently of cor- 
nary occlusion. 

Dr. Thomas Jefferson Ballard, Corbin, aged 70, died 4 

Dr. Albert Wallace Cowan, Middlesboro, aged 40, died 
of carcinoma of the transverse colon. ; 

Dr. William Duncan Crosby, Louisville, aged 35, died recently. 

Dr. Sherwood P. Garrison, Bellevue, aged 67, died recently of 
acute leukemia. 

Dr. Evart Hankins, Finchville, aged 80, died recently of pul- 
monary tuberculosis. : 

Dr. Clarence Eugene Perry, Majestic, aged 57, died recently 
of intestinal obstruction. 

Dr. James Daniel Roberts, Beech Grove, aged 77, died recently 
of coronary thrombosis. i 

Dr. John Gabrile Siddens, Morgantown, aged 76, died recently 
of pneumonia. 

Dr. Simon James Watkins, Covington, aged 87, died recently 
of heart disease. 

Dr. Ballard R. Gibson, Pikeville, aged 68, died recently of 


er. 
Dr. William P. Drake, Bowling Green, aged 67, died recently. 
Dr. J. Howerton Hopper, Willsburg, aged 72, died recently. 
Dr. Sidgel F. Gregory, Bradfordsville, aged 55, died recently. 
Dr. Edgar C. Buck, Newport, aged 79, died recently. 
Dr..Harley B. Fisk, Covington, aged 55, died recently. 


LOUISIANA 


Assumption Parish Medical Society has elected Dr. Henry A. 
ey Paincourtville, President; Dr. C. H. Dansereau, le 
and Dr. Julius W. Daigle, Paincourt- 
ville, etary-Treasurer. 

Bossier Parish Medical Society has elected Dr. D. C. McCuller, 
Bossier City, President; Dr. E. Scott Coyle, Plain Dealing, Vice- 
President; and Dr. John B. Hall, Benton, Secretary-Treasurer. 

East Baton Rouge Parish Medical Society has elected Dr. 
Charles McVea, President; Dr. Charles Mosely, Vice-President; 
and Dr. Daniel J. Fourrier, Secretary-Treasurer, all of Baton 
Rouge. 


Continued on page 56 
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20-year-old woman suffers severe dysmenorrhea of 


six vears’ duration. Analgesics, sedatives and surgery 


fail to control symptoms. Intramuscular injection of 


DePROPANEX deproteinated pancreatic extract relieves pain: 


symptoms diminish during subsequent periods. 


L. B.. a 20-year-old woman. had suffered severe 
dysmenorrhea since the onset of the menarche 
at 14 years of age. She was unmarried and had 
had no pregnancies. During her menstrual per- 
iods. she was consistently incapacitated for from 
one to three days. 


Administration of estrogens and sedatives pro- 
vided little or no relief. Hospitalization and 
study of her condition on several occasions 
failed to disclose any tangible cause for such 
severe dysmenorrhea. 

Operative intervention was finally decided 
on, and a presacral neurectomy was performed. 
However, before the patient recovered com- 
“Actual case record 


pletely from the operation, her menstrual period 
occurred. She suffered much pain and no im- 
provement was noted in her condition when 
compared with the dysmenorrhea experienced 
prior to the operation. 

When pain continued unabated for four hours 
despite administration of sedatives and anal- 
gesics, it was decided to administer DEPROPANEX 
deproteinated pancreatic extract, a nonnarcotic 
spasmolytic agent. Two cubic centimeters of 
DEPROPANEX were injected intramuscularly and 
partial relief of pain was experienced in fifteen 
minutes. In one hour the patient was completely 
free of pain. 

Because of its antispasmodic effect on the 
uterine muscle, DEPROPANEX was administered 
during three subsequent menstrual periods. Each 
time the symptoms gradually diminished in 
severity, and the patient was less incapacitated. 
At her last period, dysmenorrhea symptoms 
had abated to such an extent that no medication 
was required. 


DEPROPANEX® deproteinated pancreatic 
extract promptly relaxes smooth muscle 
spasm, the immediate cause of pain in 
dysmenorrhea, renal colic, intermittent 
claudication, posteystoscopiec colic 
and other angiospastic conditions. 
DEPROPANEX is a nontoxic, saline solu- 
tion ofa protein-free, nitrogenous fraction 
obtained from an acid-alcohol treatment 
of mammalian pancreas. It is free from 
physiologically significant amounts of 
insulin, histamine and acetylcholine. Sup- 
plied in 10-cc. rubber-capped vials. A 
trial’ package of Depropanex for your clin- 
ical use will be sent promptly on request 
from: Professional Service Department, 
Sharp & Dohme, Box 7259, Phila. 1, Pa. 
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Continued from page 344 


Franklin Parish Medical Society has elected Dr. Johnny i 
Gilbert, President; Dr. A. J. Reynolds, Winnsboro, Vice-Presiden 
and Dr. H. E. Jones, Wisner, Secretary-Treasurer. t 

Lincoln-Jackson-Union Parish Medical Society has elected Dr 
T. A. Dekle, Jonesboro,* President; Dr. H. S. Roan, Ruston, View 
President, Lincoln County; Dr. C. C. Colvin, Bernice, Vice-Prest 
dent, Union County; and Dr. W. H. Kimbell, Ruston Secre 
Treasurer. 

Orleans Parish Medical Society has installed Dr, J 
Stone, President; and has elected Dr. C. J. Brown, Presiden 
Elect; Dr. Boni J. DeLaureal, First Vice-President: Dr San 
Hobson, Second Vice-President; Dr. John J. Irwin, Third Vi 
President; Dr. N. J. Tessitore, Secretary; Dr. J. O. Wei na 


Jr., Treasurer; and Dr. Eugene H. Countiss, Librarian, all of 

New Orleans. ; 

Ouachita has elected Dr. A. §, 

- — resident; Dr. George A. Varino, Vice-President; and D 

THE‘ANTI-AMMONIACAL W. Schonlau, Secretary-Treasurer, all of Monroe. James 
RINSE FOR NIGHT DIAPERS 


St. Martin Parish Medical Society has elected Dr. S. D. Y, 
- : Dr. Bernard de Mahy, St. Martinville, 
Jice-President; an r. Murphy Martin, St. Martinvill Secretary. 
OINTMENT THE WATER-MISCIBLE ANTI- Treasurer. 
Vv BACTERIAL FOR DAY CARE Terrebonne Parish Medical Society has elected Dr. Samuel C 
: Collins, President; and Dr. Buford J. Autin, Secretary-Treasurer. 
both of Houma. , 

Vernon Parish Medical Society has elected Dr. Edwin H. Byrd, 
President; Dr. T. S. Whitecloud, Vice-President; and Dr. W. 
Broyles, Secretary-Treasurer, all of Leesville. / 

Third District Medical Society has elected Dr. I. W. Gajan Jr 
New Iberia, President; Dr. H. C. Voorhies, Lafayette, Vice. 
President; and Dr. Thomas Latiolais, Jr., Kaplan, . 
Treasurer. 

Fourth District Medical Society has elected Dr. W. C. Gray. 
Springhill, President; Dr. R. H. VanHorn, Mansfield, Vice. 
President; and Dr. J. E. Holoubek, Shreveport, Secretary- 

- Treasurer. 

Fifth District Medical Society has elected Dr. Carl L. Langford, 
Ruston, President; and Dr. F. E. McCarty, Monroe, Secretary- 
Treasurer. 

Sixth District Medical Society has elected Dr. Guy Riche, Sr, 
Baton Rouge, President; and Dr. J. D. Thames, Hammond, 
Secretary-Treasurer. 

Seventh District Medical Society has elected Dr. A. H. La- 
Fargue, President; Dr. K. M. Lyons, Vice-President: and Dr. 
J. B. Hodge, Jr., Secretary-Treasurer, all of Sulphur. 


Continued on page 58 


Classified Advertisements 


MEMORIAL CANCER CENTER offers two-year residencies in 
anesthesiology to graduates from approved Medical Schools who 
have had at least one year of approved internship. One year 
Fellowships in Anesthesiology available to physicians who have 
completed at least one year of training in anesthesiology. For 


y 4 further information write to Dr. Olga Schweizer, Memorial Hos- 


ELIMINATE (CAUSE OF DIAPER RA. 72 pital, 444 East 68th Street, New York 21, New York. 
= WANTED—Graduates Class A medical school, member goad 
: r standing medical association, for mental hospital. Age limit 60. 
Experience in psychiatry desirable but not essential. Nice resi- 
dencies. Two colleges in immediate vicinity. Submit full informa- 
tion, three references and recent small photograph in first letter. 
Pharmaceutical Division Address P. O. Box 325, Milledgeville, Georgia. 
HOMEMAKERS’ PRODUCTS CORPORATION 
HEALTH OFFICERS—Vacancies in County and District Depart- 
380 Second Avenue, New York 10, WN. ¥. ments. Salary, $6,600 to $8,500, based upon training and experi- 
36-48 Caledonia Road, Toronto 10, Canada Must or eligible for 
Please send me, without cost, literature and somples of DIAPARENE Tablets portunity for advancement based on merit. Write Dr. J. W. 8. 
Norton, State Health Officer, Raleigh, North Carolina. 


an adjunct treatment and deodorant for the side effects of incontinence. 


FOR SALE, in large Texas city, completely equipped x-ray office, 
including office furniture and x-ray equipment for both radio- 
logical work and x-ray therapy. Excellent opportunity for 
radiologist. Contact MRK, c/o SMJ. 


FOR SALE—Clinic and Hospital. Modern 18-room fireproof 
MAIL THIS COUPON TODAY building. All modern equipment. Located in a progressive, small 
community with a large prosperous rural area. Net income, 

: : : $50,000. Must change due to health. Price $30,000. Will stay 

with new owner for 60 days if desired. Contact KJ, c/o SMJ. 
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Tinea capitis caused by M. lanosum. Figures 
1, 4, and 5 show the lesion before, during, and 
after treatment. Infected hair follicle appears in 
photomicrograph in Figure 2. Figure 3 pre- 
sents pure culture of the fungus. (Figures 2 and 
3 reproduced from color photographs.) 


Kodak Vari-Beam Stand- 
light at camera provides 
general illumination. Sec- 
ond light, nearly 90° to 


camera axis, gives strong 
icture t e crosslighting to show tex- 
ture of lesion. 


patients progress 
--- with photograph...after photograph 
in black and white or full color 


Color? With Kodachrome or Kodak Ektachrome Film— 
just load ...and shoot. No special equipment... no special 
technics required to expose miniature, sheet, or motion-picture 
film. And there’s no problem to processing. Kodak takes care 
of Kodachrome Film (in all forms) without extra charge; Kodak 
Ektachrome Film (in sheets only) can be handled in any well- 
equipped darkroom—an important feature when same-hour 
results are required. Kodak makes duplicates and enlarged 
transparencies from the miniature and sheet films . . . duplicates 
ftom the motion-picture film... prints from the miniature 
and certain sizes of sheet films. For further information, see 
your nearest dealer... or write to Eastman Kodak Company, 
Medical Division, Rochester 4, N. Y. 


Major Kodak products for the medical profession 


X-ray films; x-ray intensifying screens; x-ray processing chemicals; elec- 
trocardiographic papers and film; cameras—still- and motion-picture; 
projectors—still- and motion-picture; enlargers and printers; photograph- 
ic films—color and black-and-white (including infrared); photographic 
papers; photographic processing chemicals; synthetic organic chemicals: 


Recordak products. 


Serving medical progress through Photography and Radiography 


“Kodak” is a trade-mark 
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STERILE HIGH TITER 


GROUP SERA 


For ACCURATE 
CLASSIFICATION Jr., Shreveport, aged 38, died 


Improper classification, due to Dr. Clifford Phillip Rutledge, Shreveport, aged 63, died recent] 
weak reacting testing sera or of coronary heart disease. y 
failure to differentiate A: from 

A: bloods may cause serious 
trouble— even fatalities. MARYLAND 
Our G ing Sera certified for H 
_Dr. A. Szent-Gyorgyi, Bethesda, is heading a group of scien. 
sonal supervision of Dr. R. B. H. Gradwohl tists in organizing an Institute for Muscle Research, 

for safe, efficient, accurate laboratory tech- researchers are working at Marine Biological Laboratory, Woods 


Dr. Paul L. Geizoff, New Orleans, was rec 
diplomate of the American Board of Urology. ently made 2 
Dr. T. A. Watters, New Orleans, has been elected to 
bership in the Chicago Psychoanalytic Society. —- 
Dr. Keehn W. Berry, Jr.. New Orleans, and M 
Brown, Birmingham, Alabama, were married recently. 


iss Mumy 


DEATHS 


nique. We invite your inquiries. Hole, another group at the National Institutes of Health, Beth- 
Our sera are manufactured under Government esda; and the research outside this institute is financed ‘by the 
$25.000 from the ‘American ‘Heart “Assocation, 
-B, a r 23, Ass . 
Anti-A serum is to differentiate between Ai Dr. Robert Ballentine (Ph.D.), formerly of Rutgers University 
and A: bloods. Anti-M and Anti-N sera are New Brunswick, New Jersey, and recently appointed Associate 
used for blood spots and paternity work. Our Professor of Biology, Johns Hopkins University, Baltimore, has 
Anti-Rh serum is manufactured by the Blood been assigned to nutrition research work with radioactiy : 
joactive elements, 
Bank of Dade County and must be used with He will join Dr. William D. McElroy, Biology Departm ‘ 
a viewing box. 


research work under the University’s $500,000 McCollum-Pratt 
fund for the study of the bearing which so-called trace elements 
in the soil have or nutrition of men, plants and animals. 

Dr. Alfred Blalock, Baltimore, is one of the new members of the 
Advisory Council of the Life Insurance Medical Research Fund 
through which life insurance companies of the United States and 


-Canada will contribute $680,000 during the coming year for the 
G B A D Ww 0 oo L support of heart disease research. Organized late in 1945, this 
Life Insurance Medical Research Fund is supported by 147 life 
LABORATORIES insurance companies. 
BB. HH. Gradwohl, M. D.,Director 


3314 Lucas Av. St. Louls, Mo. Dr. William Dennis Cawley, Elkton, aged 76, died recently 
of acute coronary disease. 

Dr. Howard James Maldeis, Baltimore, aged 69, died recently 

of carcinoma of the pancreas. 


SPECIFIC THERAPY 
Dr. George E. Howell, Meridian. and Miss Mathilde Turner, 
SPE Cl F ‘ ts POTE NCY Atlanta, Georgia, were married recently. 


Write 
Digest full of helpful hints on 

laboratory 


DEATHS 


Dr. J. E. Furr, Marks. aged 57, died recently. 

\ Dr. Arthur M. Doty, Gulfport, aged 80, died recently. 
For oral anti-anemia ther- at Dr. Charles A. McWilliams, Gulfport, aged 62, died recently. 
apy, more and more physi- Dr. B. DeVan Hansell, Okolona, aged 61, died March 7. 
cians specify ‘‘Valentine”’ 

liver products.Each 45cc.of 


MISSOURI 


Missouri State Medical Association, at its annual meeting held 

EXTRACT of LIVER in Kansas City in March, installed Dr. W. Wallis Smith, Spring- 

=: field, President; and elected Dr. William A. Bloom, Fayette, 

“VALENTINE” .v.s.P.) President-Elect; Dr. Harold E. Petersen, St. Joseph, Secretary; 
represents 1 U.S.P. Oral Unit containing and Dr. Charles E. Hyndman, St. Louis, Treasurer. 

the important Cohn-Minot and Whipple Missouri Academy of General Practitioners recently elected Dr. 


William J. Shaw, Fayette, President; Dr. Robert C. McElvain, 
fractions, as well as over twice M.D.R.ribo- St. Louis, President-Elect: Dr. M. B. Casebolt, Kansas City, 


flavin per fluidounce. In 8 fi. oz. bottles. Vice-President; Dr. W. W. Tillman, Boliver, Secretary; and Dr. 


Kenneth Glover, Mount Vernon, Treasurer. 
For intramuscular Use, specify Dr. Glenn W. Hendren, Liberty, has been named a member 


LIVER INJECTION CRUDE U.S.P. of the Board of Curators of the University of Missouri School of 


Medicine, Columbia, for a six-year term. 
“VALENTINE” Dr. Clyde P. Dyer, St. Louis, was elected President of the 
(1 U.S.P. Injectable Unit per cc.) In 10 cc. vials Alumni of the University of Missouri Medical School at its 
, annual meeting held during the State meeting in Kansas City. 
* ‘ Rev. Alphonse M. Schwitalla, S.J., Sc.D., who resigned as Dean, 
St. Louis University School of Medicine recently after twenty-one 
iv years, necessitated by ill health, plans to devote his attention to 
ra writing in the fields of medical and nursing education as well a 
' = formerly Assistant Dean, has been name egent of the 
RICHMOND, V, Medicine. 
Since 187}? 
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4 Superior cutting efficiency, predicated upon 

ved inimitable, uniform sharpness throughout the 

entire cutting edge, Rib-reinforcement—an ex- 

= clusive feature that provides added strength 

has and a degree of rigidity best calculated to resist 

ms, lateral pressure, insures dependable blade per- 

i formance which serves the surgeon to the great- 

nts est advantage. 

> ON THE ASSISTANTS: 

ind Dependable blade -performance poses fewer 

the problems for other members of the surgical 

- team. Less time-consuming delays . . . less con- 
fusion . . . an essential contribution towards 
clocklike surgical procedur 

TO WANDLE: 

tly Precision fabricating methods and rigid in- 


spection controls insure blade-for-blade uni- 
formity with a resultant capacity to accurately 
and firmly fit every B-P Handle designed for 
: component use. Various blade patterns can be 
m interchanged instantly as required. 


ON THE BUDGET: 
The buyer is assured of 12 perfect blades in 
every dozen RIB-BACKS purchased. Their 
superior qualities and longer periods of satis- 
factory utilization are-also factors that reduce 
blade consumption to an economic minimum. 
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THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 
(ORGANIZED 1881) 


(The Pioneer Post-Graduate M 
OBSTETRICS and GYNECOLOGY 


A full-time course. In Obstetrics: lectures; prenatal 
clinics; witnessing normal and operative deliveries; 
operative obstetrics (manikin). In Gynecology: lec- 
tures; touch clinic; witnessing operations; examination 
of patients preoperatively; follow-up in wards post- 
operatively. Obstetrical and gynecological pathology. 
Anesthesia. Attendance at conferences in obstetrics and 
gynecology. Operative gynecology on the cadaver. 


For the GENERAL PRACTITIONER 


Intensive full-time instruction covering those subjects 
which are of particular interest to the physician in 
general practice. Fundamentals of the various medical 
and surgical specialties designed as a practical review 
of established procedures and recent advances in medi- 
cine and surgery. Subjects related to general medicine 
are covered and the surgical departments participate in 
giving fundamental instruction their specialties. 
Pathology and radiology are included. The class is ex- 
pected to attend departmental and general conferences. 


ledical Institution in America) 


PROCTOLOGY AND 


GASTRO-ENTEROLOGY 
A combined course comprising attendance at clinics 
and lectures; instruction in ination, di is and 


treatment; witnessing operations; ward rounds; demon- 
stration of cases; pathology; radiology; anatomy; opera- 
tive proctology on the cadaver. 


UROLOGY 


A combined full-time course in Urology, covering an 
academic year (8 months). It comprises instruction in 
pharmacology; physiology; embryology; biochemistry; 
bacteriology and pathology; practical work in surgical 
anatomy and urological operative procedures on the 
cadaver; regional and general anesthesia (cadaver); 
office gynecology; proctological diagnosis; the use of 
the ophthalmoscope; physical diagnosis; roentgenological 
interpretation; electrocardiographic interpretation; der- 
matology and syphilology; neurology; physical therapy; 
continuous instruction in cysto-endoscopic diagnosis and 
operative instrumental manipulation; operative surgical 
clinics; demonstrations in the operative instrumental 

g of dder tumors and other vesical lesions 
as well as endoscopic prostatic resection. 


FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, NEW YORK 19, N. Y. 


preferred... 


topical analgesic-decongestive 
treatment 


MOTIZINE 


—in inflammatory conditions, glandular 

swellings, contusions, sprains, strains, 

furunculoses, abscesses. 

Numotizine is supplied in 

@ Relieves pain 4, & 15 and 30 oz. jars. 

circulation ( 

@ Absorbs exudates 

@ Reduces swelling 

@ Easy to apply and 
remove 


NUMOTIZINE, Inc. 


900 N. Franklin Street 
Chicago 10, Illinois 


NUMOTIZIN 


Vol. 


| 


Vol. 42 No. 6 


OPERATION “SOUTHEAST” 
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| Expanded facilities, strategically located to better serve 
SOUTHEASTERN HOSPITALS 


Experienced and competent Atlanta Office representatives are 
now permanently located at points which enable “American” to 
give faster and closer personal attention and service to the needs 
of hospitals within the respective areas. 


MAY WE INTRODUCE— 


MR. 0. S. BRYANT, JR. 
will service hospitals located in 
TENNESSEE. Communications ad- 
dressed to his residence, 249 Peach- 
tree Circle, N.E., 
will receive prompt attention. 


he? 


MB. ANDREW P. ELLIOTT 
will cover all hospitals 
located in MISSISSIPPI. 
When immediate action 
is required, address card 
or wire his home at 111 
Kolb Street, Jackson, Mis- 
sissippi. 


MB JACK ALEXANDER 
services hospitals located 
in ALABAMA. For prompt 
action address communi- 
cations to his home at 27 
llth Street, N.E., Atlanta, 
Georgia. 


MR. E.G. MYRICK, 
our southeastern district manager, may be 
: —_ hed at our pany offices located at 1123 
‘ Peachtree Street, N.W., Atlanta, Georgia. 
3 


} 


MR. GEORGE W. FLOWER 

will serve the hospitals in 
NORTH CAROLINA. A 
card or wire to his home 
at 2102 Liberty Drive, 
Greensboro, N. C. will 
get fast action. 


MR. FRED J. COWAN, JR. 

will serve the hospitals or 
SOUTHCAROLINA. Write 
or wire to his home at 
2789 Pharr Road, N.E., 
Atlanta, Georgia, when 
prompt action is desired. 


MA. H. J. FLOWER 

will serve the FLORIDA 
hospitals. Prompt action 
may be anticipated if 
communications are ad- 
dressed to his home at 
1026 Guernsey Ave., Or- 
lando, Florida. 


Consult these representatives who are import- 
ant links in our home office PLANNING SERV- 
ICE, should yqur problem involve Surgical 
and Obstetrical Departments, Surgical and 
Central Sterile Supply Services, Nurseries, 
Milk Formula Laboratories and allied hospi- 
tal services. 


AMERICAN STERILIZER COMPANY 
Erie, Pennsylvania 


DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND LIGHTS 


| 
} 
| 
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A Valuable 


Special Dietary Source 
of Protein 


Many physicians have found that, for 
patients requiring supplementary pro- 
tein, Knox unflavored Gelatine in water, 
fruit juice or milk provides a useful, 
easily digestible source. 

Knox Gelatine contains nine of the ten 
“essential’’ amino acids. It has been 
shown to supplement many varieties of 
food material. It is an ideal protein sup- 
plement concentrate with very low so- 
dium content. 

Do not confuse Knox Gelatine with 
ready-flavored gelatine dessert powders 
which contain about Yg sugar and only 
about ¥ gelatine. Knox is all protein, 
no sugar. 


Literature, including suggestions 
for preparing the Knox Gelatine 
protein drink, is available on re- 
quest. Knox Gelatine, Dept. W-7 
Johnstown, N.Y. 


Gelatine U. S. P. 
ALL PROTEIN 
NO SUGAR 
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Continued from page 338 


DEATHS 


Dr. Richard Franklin Cook, Carrollton, aged 77, died recently 
Dr. Elizabeth L. Hall Ketcham, Carthage, aged 80, died 1. 
cently of left ventricular failure. al 
Dr. Anderson Blake Killingsworth, Arcola, aged 79, died recently 
of cardiovascular renal disease. , 
Dr. Richard Lee Russell, Ashland, aged 71, died recently of 
hypertension and heart disease. ‘ 
Dr. Albert Edward Peart, St. Louis, aged 76, died recently, 
Dr. John Ralph Pinion, Caruthersville, aged 60, died recently of 
coronary thrombosis following operation for appendicitis, 
Dr. David Edward Smallhorst, Ash Grove, aged 74, died recent] 
of coronary occlusion. y 
Dr. Thomas F. Cook, Richmond, aged 57, died recently. 
Dr. Rudolph Buhman, St. Louis, aged 77, died recently, 
Dr. Darwin Walton Hall, Kansas City, aged 76, died recently, 


NORTH CAROLINA 


Dr. Wilburt C. Davison, Dean, Duke University School of 
Medicine, Durham, has been in Tokyo for a month on duty as a 
consultant to the U. S. Army Surgeon General. He assisted and 
advised the Far East theater surgeon and hospital staffs in the 
treatment of patients such as clinics, ward rounds, lectures and 
teaching. 

The Durham Cancer Detection Center, fourth of its kind in the 
state, which was opened at Watts Hospital recently, was established 
through the cooperation of the State Health Board and the North 
Carolina Chapter of the American Cancer Society. 

Bowman Gray School of Medicine, Winston-Salem, recently 
appointed Dr. Parker R. Beamer, formerly at Washington Uni- 
versity Medical School, St. Louis, Missouri, as Professor of 
Microbiology and Immunology and Associate Professor of Path- 
ology, effective July 1. Dr. Richard L. Masland was promoted 
to” Associate Professor of Neuropsychiatry in charge of neurology; 
and J. Maxwell Little, Ph.D., to the position of Professor of 
Pharmacology and Associate Professor of Physiology. 

Dr. Thomas T. Mackie, Director of the Institute of Tropical 


Continued on page 64 


Thesk 
an easy : 


A few turns of the 
handle quickly purees 
cooked vegetables and 
fruits fine enough for in- 
fant foods and adult smooth 
diets. Strains and separates all 
skins, seeds, fibres. Handy one 
quart Baby Size Foley Food Mill 
$1.69. Two quart Household Size 
$1.98. Sold at Department and 
Hardware Stores. 


Professional offer to Doctors 
only (either size), $1.25 postpaid 
*Trade Mark Reg. U. S. Pat. Off. 


PROFESSIONAL OFFER 


FOLEY MFG. CO. 
3317-6 N.E. 5th St., Minneapolis, Minn. 
As per Professional Offer to Doctors only, | enclose $1.8 
for | Foley Food Mill. 

0 Baby Size 

(0 Household Size 


Doctor. 
Address. 
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for RELIEF of 


constipation 
without 
catharsis 


THE ARLINGTON 
CHEMICAL COMPANY 


YONKERS 1, NEW YORK 


The reasons that make the AO Giantscope the 


most outstanding ophthalmoscope in its field today 


are: 


Uses special 5.8 Volt Lamp which gives twice as 


The AQ 


much illumination as ordinary ophthalmoscopes en- 


abling more efficient observation of the fundus. x 


: 


This is invaluable particularly under conditions 


where tendency toward opacity requires more light. 


Giantscope 


The unusually high illumination obtainable with the Sxxgxxs 


Giantscope permits the use of Polaroid* filters to 


eliminate annoying corneal reflections; red-free & x 


The leader 


filter allows more defined and detailed image of 


retina and retinal vessel walls without interference 


in its field 


from choroid; yellow filter gives sharp clear view of 


macula by reducing chromatic aberration. These 


filters can readily be swung into position. At all 


times sufficient light is available for viewing the 


fundus. 


Condensing lens system makes it possible to re- 


flect the light either from the uppermost edge of the 


mirror when examining eyes with small, contracted 


pupils, or lower down when the pupils are larger 


or dilated. 
See this instrument at your nearest AO Branch, 


or better still, call your AO Representative, and he 
will arrange to show you this accurate, time-saving 
ophthalmoscope at your convenience. 


*® POLAROID CORP. 


American & Optical 
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Continued irom page 62 Dr. Junius Boyette Surles, Four Oaks, aged 67, died recently of 
heart disease. 
Medicine, Bowman Gray School of Medicine, Durham, headed a Dr. James Edward Smoot, Concord, aged 81, died recently of 
group of five staff members who left March 1 to establish a coronary thrombosis. 


laboratory at Boca Chica in the Dominican Republic. 
Dr. Alfred Magee is associated with Dr. W. G. Byerly, 
Lenoir, in the practice of ophthalmology and otolaryngology. 


OKLAHOMA 
DEaTHS 


Dr. Edmund Harrison, Greensboro, aged 75, died recently. Dr. — —_ has moved from Blackwell to Mangum and will 
Dr. Donald H. Leeper, Hiddenite, aged 69, died recently of PED 4 Clinic there. 


cancer of the calen. _ Dr. Robert C. Feamster, formerly of New Orleans, Loui 
“Dr. Alvin Clay McCall, Asheville, aged 59, died recently of |S associated with the McAlester Clinic, McAlester, in the spe. 
coronary thrombosis. cialty of eye, ear, nose and throat. 


Dr. C. Riley Strong, El Reno, has been appointed to the 
Board of Directors of the local Chamber of Commerce. 

Dr. Corliss Kepler, Woodward, recently did postgraduate work 
in pediatrics in Chicago. 

Dr. G. G. Downing, Lawton, has joined the staff of Kiowa 
Hospital as Consulting Surgeon. 


Dr. Earl D. McBride, Oklahoma City, was selected by the 
War Department to tour army hospitals in Japan with a group 
of chronic 


of other orthopedic specialists on a thirty-five day tour which 
began in May. 

Dr. M. S. White is the new city physician of Blackwell. 
_ The $170,000 municipal hospital at Fairfax is under construc. 


constipation. 


tion. 

Dr. Paul Williamson is associated with Dr. Roscoe Walker at 
Pawhuska. 

Dr. Walter Joel, formerly Director of Laboratories of the 
Jewish Hospital and the Italian Hospital, Alexandria, Egypt, 
began on February 15 as Assistant Professor of Pathology, Uni- 
versity of Oklahoma School of Medicine, Oklahoma City, 


DEATHS 


add KINNEY’S Dr. Joseph Elias Anderson, Moore, aged 79, died recently. 


Dr. McKenzie A. Baker, Shawnee, aged 82, died recently of 


carcinoma of the urinary bladder. 
FO RIIFIED Dr. Leo William Fulton, Jr., Beggs, aged 66, died recently. 
Dr. Oncey H. Smith, Ardmore, aged 65, died recently. 


Dr. William Woodford Woody, Tulsa, aged 68, died recently 
YEAST EXTRACT of coronary sclerosis. 
; Dr. Seth Parks, Bartlesville, aged 78, died recently. 
to the diet—it aids in Dr. er Boyd died recently. 
Marshall W. Weir, Ok ity, di 
@ Restoring colonic tone Dr. Marshall W. Weir, Oklahoma City, aged 76, died recently. 
@ Promoting metabolic efficiency 
Supplies the whole B complex from 
natural sources fortified by SOUTH CAROLINA 


crystalline B factors. Dr. William R. DeLoache, Greenville, has announced the open- 
Available in 4-ounce and 1-pint ing - his office in the Professional Building, practice limited 
to pediatrics. 
bottles at drug stores. Dr. Luther Motier Mace, Beaufort, and Miss Doris Belle Harris, 
Norfolk, Virginia, were married recently. 
Dr. McKenzie Parker Moore, Jr., Charleston, and Miss Amy 
Ashburn Lofton, McClellanville, were married recently. 


DEATHS 


Dr. Elias D ville, aged 69, died th 
KINNEY & COMPANY of nephritis 


COLUMBUS e INDIANA 


Continued on page 66 


Sase the..- 

BURDENED HEART 

RETIC MYOCARDIAL ‘STIMUEA 

DISTRESSED LUNGS In Bronchial, 

spite 


spn 


ACCEPTED 


Vol. 
| 
ABLETS - AMPULS::; POWDER * SUPPOSITORIES: 
H. E. DUBIN LABORATORIES, Inc., 250 East 43rd St., New York 17, N.Y. 


Vol. 42 No. 6 SOUTHERN MEDICAL JOURNAL 


We'll be glad to send 
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“Picker Meteor’ on one of your 
Prescription blanks, and senditto 
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Continued from page 64 
TENNESSEE 


Jackson-Madison County General Hospital, Jackson, a new 
$1,800,000 130-bed hospital, is under construction and will be 
completed the latter part of this year. 

Bradley County Medical Society has elected Dr. Wm. A. Gar- 
rott, President; Dr. S. J. Sullivan, Vice-President; and Dr. C. T. 
Speck, Jr., Secretary-Treasurer, all of Cleveland. 

Cumberland County Medical Society has elected Dr. W. S. 
Dooley, President; and Dr. V. L. Lewis, Secretary-Treasurer, both 
of Crossville. 

Franklin County Medical Society has elected Dr. Chas. B. 
Keppler, Sewanee, President; Dr. H. T. Kirby-Smith, Sewanee, 
Vice-President; and Dr. George L. Smith, Winchester, Secretary- 
Treasurer. 

Humphreys County Medical Society has elected Dr. J. C. 
Armstrong, President; and Dr. H. C. Capps, Secretary-Treasurer, 
both of Waverly. 

Lawrence County Medical Society has elected Dr. T. J. Stock- 
ard, President; Dr. W. O. Crowder, Vice-President; and Dr. L. 
C. Harris, Jr., Secretary-Treasurer, all of Lawrenceburg. 

Maury County Medical Society has elected Dr. D. B. Andrews, 
President; Dr. E. K. Provost, Vice-President; and Dr. W. N. 
Cook, Secretary-Treasurer, all of Columbia. 

Montgomery County Medical Society has elected Dr. F. A. 
Martin, President; Dr. Wm. G. Lyle, Vice-President; and Dr. 
Edward P. Cutter, Secretary-Treasurer, all of Cu rland. 

Roane County Medical Society has elected Dr. T. L. Bowman, 
Harriman, President; Dr. K. A. O'Connor, Oak Ridge, Vice- 
President; and Dr. H. B. Ruley, Oak Ridge, Secretary-Treasurer. 

Scott County Medical Society has elected Dr. D. T. Chambers, 
Norman, President: Dr. M. F. Frazier, Oneida, Vice-President; 
and Dr. Milford Thompson, Oneida, Secretary-Treasurer. 

The Medical School of Vanderbilt University, Nashville, will 
sponsor an Army reserve hospital unit made up of personnel in 
the Nashville area. During the recent war Vanderbilt’s Medical 
School sponsored the 300th General Hospital Unit. 

Dr. John William Baird, Henderson, and Miss Florence De 
Luca, Greenwich, Connecticut, were married recently. 


DEATHS 


Dr. Leroy Capehart, Chattanooga, aged 55, died recently of 
uremia. 


June 1949 


Dr. Joseph N. Ellis, Seymour, aged 82, died recently of cardio. 
vascular disease. 
Dr. Jacob Lake McClary, Cleveland, aged 74, died recently 
coronary thrombosis. task of 
Dr. John Henry Morris, Pulaski, aged 61, died recen’ : 
noma of the stomach. tly of care. 
Dr. Leonard Eugene Ragsdale, Williamsport, aged 73 died 
recently. 
Dr. William Lee Sumners, Ridgely, aged 70, died recently 
Dr. Walter O. Faught, Nashville, aged 52, died March 5. 
Dr. Robert Lee Dossett, Tullahoma, aged 68, died March 0 
. William Floyd Boze, Elmwood, aged 79, died March i 


TEXAS 


Fannin County Medical Society has elected Dr. Joe A. Risser 
President; Dr. Henry R. Scates, Vice-President; and Dr, c 
Williams, Secretary-Treasurer, all of Bonham. aia 

Eighth District Medical Society, formerly a part of the Eighth 
Ninth and Tenth Districts Medical Society, has organized as 3 
separate group with Dr. Leonard Johnson, El Camp, President: 
Dr. Roy Landers, Victoria, Vice-President; and Dr. Robert Casey. 
Texas City, SecretaryJreasurer. 

Dr. J. F. Johnson, Rusk, was recently presented with a 
plaque by the Rusk Lions Club in recognition of his outstanding 
service to the community since 1887. 

Dr. Henry Ward Bendel, Jr., Honey Grove, and Miss Velma 
Ray Boone, Abilene, were married recently. 

Dr. Antonio B. Viahakos, Texas City, and Miss Eleni Laros 
Galveston, were married recently. : 

Dr. Shih Yuan Tsai, Shanghai, China, has been appointed a 
fellow in internal medicine at University of Texas Medical Branch, 
Galveston. 

Southwestern Medical College, Dallas, has received a grant of 
$75,000 from Mr. and Mrs. Grady H. Vaughn, Dallas, for use 
in research on high blood pressure under the direction of Dr 
Arthur Grollman, Department of Experimental Medicine. ‘ 
- Dr. Oliver H. Timmins, Jr., San Antonio, and Miss Joan 
James were married recently. 


DeaTHs 


Dr. Charles Hervey Carter, Eastland, aged 65, died 
cerebral hemorrhage and hypertension. nomy of 
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AT HOME OR AWAY = SIMPLIFY URINALYSIS 


No Test Tubes e No Measuring e No Boiling 


Diabetics welcome “Spot Tests”, (ready to use dry 
reagents), because of the ease and simplicity in using. 
No test tubes, no boiling, no measuring; just a little 

wder, a little urine—color reaction occurs at once 
if sugar or acetone is present. 


C...Acelone Test 


FOR DETECTION OF FOR DETECTION OF 
SUGAR IN THE URINE ACETONE IN THE URINE 

SAME SIMPLE TECHNIQUE FOR BOTH 
vial of Acetone Test (Denco), one 
vial of Galatest dicine dropp 
and Galatest color chart is now 
available at all prescription phar- 
macies and surgical supply houses. 
This is very convenient for tke 
medical bag or for the diabetic 
patient, 


or rtising in iM. 


DENVER CHEMICAL 
eheelone Fest MANUFACTURING COMPANY, INC. 


163 Varick St., New York 13, N.Y. 
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The Mahorner Thyroid Retractor represents a 

marked advance in functional design making for greater 
ease and efficiency in use. Designed so that the main 
portion of the instrument is recessed into the lateral 
spaces around the neck, the Mahorner holds the open skin 
and subcutaneous tissues securely.* It has no handles 


to slip or impede an tant. For easy, controlled 


adjustment to the desired width of the opening, an 


. . 


9 g rod slides on a track and is 
locked by 2 thumb screws. 


*See New Orleans Med. & Surg. Jn'l., 
poges 10, 11, vol. 101, No. 1, July, °48. 


No. A2S253. Mahorner Thyroid Retractor, 
stainless steel, $39.50 


a. s. aloe company ; 


1831 Olive St. + St. Louis, Mo. 
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incidence of mastitis and other breast 
complications is reduced with the Plastishield 
Technic of Aseptic Breast Care. 


@ Mastitis is frequently the result of excessive 
handling of breasts and nipples, as well as 
insufhcient cleanliness in postpartum breast care. 


@ Most cases of mastitis can be traced to nipple 
fissures or sore nipples which DeLee estimates 
affect more than half of all lactating women. 


@ Many breast complications can be avoided when 
the use of prastisuiecps, begun in the hospital 
immediately after parturition, is continued at home. 
@ pLastisuieLps are clean, simple to use and 
comfortably worn. 

@ They are easily sterilized and prevent soreness, 
cracking and fissuring of nipples. 


@ You are invited to write for further information 
on the prastisHtecp Technic of Aseptic Breast Care. 


Plastishield 
technic of 
aseptic 
breast care 


Bibliography on use of breast shields 

1. Abramson, M.: Breast Feeding the Newborn, 
Gen. Practice Clinics, (Oct.) 1947, p. 318 

2. McKenzie, C : The Use of Plastic Nipple 

Shields for the Lactating Breast, Journal-Lancet. 

68:199 (May) 1948 

Hoffert, |_ Simplified Breast Care, The Amer 


J. Nurs., 48:372-373 (June) 
Thomas, E. C.: The Prevention of Mastitis; the 
54:456- 


nursing problem, Edinburgh M. J. 
441, 1947 


> 


DeLee, J B.: Principles and Practice of Obstet- 
rics, W. B. Saunders Co., Phila., 1938 


Plastishield, inc. 


MINNEAPOLIS, 
MINNESOTA 


PATENT APPLIED FOR 


TRADEMARK REGISTERED IN THE UN'TED STAT 
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Dr. Orren P. Gandy, Lufkin, aged 58, died recently 
thrombosis. y of coronary 
Dr. Dewey Ernest Schultz, Benavides, aged 50, died recently 

Dr. William Smith, Naples, aged 68, died recently. * 

Dr. Benjamin Clinton Smith, Hillsboro, aged 73, died recently 
ot coronary occlusion. y 

Dr. Crawford Lee Vines, Kilgore, aged 65, died recently of 
cerebral hemorrhage. vo 

Dr. Cecil Hughes Gilliam, Galveston, aged 39, died 
arteriosclerotic heart disease. 

Dr. Hiram Thomas Coulter, Rockdale, aged 76, died Tecently 
of cerebral hemorrhage. 7 
Dr. Dutch Kilgore Robison, Claude, aged 72, died recently. 
Dr. Ethan Allen Sherrill, Sr., Houston, aged 72, died recently 

Dr. Rufus Whitis, Dallas, aged 90, died recently of an apo- 
plectic stroke with hypertension. 


recently of 


VIRGINIA 


Bediord County Medical Society has elected Dr. Clifton R 
Titus, President; Dr. G. Jantz, Vice-President; and Dr. 
William V. Rucker, Secretary-Treasurer, all of Bedford. 

Princess Anne County Medical Society has elected Dr. Ira L 
Hancock, Creeds, President; and Dr. Harry B. LaFavre, Virginia 
Beach, Secretary. 

Washington County Medical Society has elected Dr. R. §. 
LeGarde, Damascus, President; Dr. C. F. Johnston, Abingdon 
Vice-President; and Dr. James M. Suter, Bristol, Secretary. 
Treasurer. 

Tri-State Medical Association (Carolinas and Virginia), at its 
semicentennial meeting held recently in Williamsburg, installed 
Dr. Russell Buxton, Newport News, President; and elected Dr. 
R. B. Davis, Greensboro, North Carolina, President-Elect: Dr. 
j. E. Barrett, Williamsburg, Dr. W. T. Harris, Troy, North 
Carolina, and Dr. Furman Wallace, Spartanburg, South Carolina, 
Vice-Presidents; and Dr. J. M. Northington, Charlotte, North 
Carolina, Secretary-Treasurer, reelected. 

Dr. C. Marshall Lee, Jr., formerly of Charlottesville and for 
the past two years on the staff of Norburn Hospital, Asheville, 
North Carolina, has located in Cincinnati, Ohio, being Assistant 
Professor of Surgery, University of Cincinnati College of Medi- 
cine. 

Dr. Page Booker has been appointed Instructor in Pediatrics, 
University of Virginia School of Medicine, Charlottesville, effec- 
tive July 1. 

Medical College of Virginia, Richmond, announces following 
promotions to the major faculty, effective July 1: Dr. Thomas 
W. Murrell, Jr., from Associate to Assistant Professor in Derma- 
tology and Syphilology: Dr. James O. Burke, from Associate in 
Medicine to Assistant Professor of Medicine; Dr. G. Watson 
James, III, from research fellow in medicine to Assistant Pro- 
fessor of Medicine. Also Dr. H. St. George Tucker, Jr., from 
Associate in Medicine to Assistant Professor of Medicine; Dr. 
Leslie Edwards from Associate in Physiology to Assistant Pro- 
fessor in Physiology: Dr. Benedict Eagler from Associate to 
Assistant Professor of Psychiatry and Neurology; and Dr. William 
L. Weaver from Associate to Assistant Professor of Public Health. 

Dr. Ralph Woodworth Haswell, Newport News, and Miss Ruth 
Edna Emery were married recently. 

Dr. Robert R. Rector, Roanoke, and Miss Evelyn Feagans, 
Agricola, were married recently. 


DEATHS 


Dr. Isaac Carrington Harrison, Danville, aged 79, died March 
12 of pneumonia. 

Dr. Clifford Harry Beach, Richmond, aged 46, died recently 
of cerebral thrombosis. 

Dr. Charles O. Dearmont, White Post, aged 70, died recently. 

Dr. Lucius Daniel Morgan, Gladys, aged 78, died March 10. 

Dr. J. David Buchanan, Marion, aged 83, died recently. 

Dr. Edwin Carter Brandon, Bedford, aged 61, died March 4. 


WEST VIRGINIA 


West Virginia is the twenty-sixth state to establish a diagnostic 
rheumatic fever clinic. The new clinic opened at the health 
center in Fairmont on March 10 with Dr. Claude L. Holland 
and Dr. Ormond L. Haynes, pediatricians, and Dr. A. Glenn 
Evans, County Health Officer, in charge. Dr. John P. Helmick, 
Dr. J. J. Jenkins, Jr., Dr. Robert H. Jones and Dr. L. Rush 
Lambert were named consultants. 
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Sedation 


Many investigators have reported the value 

of parenteral alcohol in operative cases as 

a sedative and analgesic, substituting for 

opiates and so eliminating undesirable side 
effects. In introducing this solution of 5% 
Protein Hydrolysate w/v, 5% Dextrose w/v, 

and 7.5% Alcohol v/v, Baxter Laboratories offer 
a single solution which provides protein 
nourishment, caloric value and sedation. 


protein and 


caloric 
requirements 
fist with minimum fluid infusion In many cases where 
PRO 
AYDROLYSATE nutrition must be provided parenterally, 
\ Wrise today for it has been difficult to provide sufficient 
16-page booklet calories without too much fluid. In 
; og ara addition to its analgesic value, this solution 
on rotet 
ee, provides a richer available source of energy 
axter. 


than dextrose and protein digest solutions. 
Each 1000 cc. provides 800 calories. 


Distributed and available only in the 37 states east of the Rockies (except El Paso, Texas) through 


AMERICAN HOSPITAL SUPPLY CORPORATION 


GENERAL OFFICES * EVANSTON, ILLINOIS 
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There is only one Pablum. It 

was originated in 1932 by and 

is made by Mead Johnson & 

Company. ‘“‘Pablum”’ is the 

registered trademark of Mead 

Johnson & Company for this 

pioneer vitamin-and-mineral- 

enriched precooked mixed ce- M by 

atts ead Johnson ompany in 
response to numerous requests 
by the medical profession. 
“Pabena” is Mead Johnson’s 
registered trademark for this 
vitamin - and- mineral - enriched 
precooked oatmeal food. 


MANY PHYSICIANS RECOGNIZE MEAD JOHNSON AND 
COMPANY’S PIONEER EFFORTS IN THE FIELD OF INFANT 
CEREALS BY SPECIFYING “PABLUM”—AND ALSO THE NEW 
PABLUM-LIKE OATMEAL CEREAL KNOWN AS “PABENA®™ 
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Armactep by a reference to ‘“The 
Mead Johnson Collection of Ancient Nurs- 
ing Bottles,”’ a medical friend sent in to us 


ssa loan the interesting pewter nipple shown 


above. The nipple had been given to the 


hysician by an elderly patient who had 
wed it as a child in the 1840's. It had also 
hen used by her mother, her grandmother, 


and other members of her family. 


In the eighteenth century, feeding bottles 


too, were made of pewter, which is an alloy 


of about 80 per cent tin, with copper and 


lad or antimony. In the wealthier homes, 


feeding bottles and nipples were made of a 


gecial kind of pewter called Britannia 


metai, which contained tin, antimony and 


copper, and sometimes zinc. It was more 
easily fashioned on the lathe and could be 
tickel-plated or silver-plated. Those were 


of Sainted 


but Not Sanitary 


the days before bacteriology, and when one 


examines the long, narrow, inaccessible 
channel in this pewter nipple through which 
the infant sucked his feeding, and sees that 
the channel could not possibly be kept clean, 
one wonders that the infant mortality rate of 


those presanitation days was not even higher. 


Nowadays, babies’ bottles and nipples are 
easily cleansed and sterilized. Certified cow's 
milk contains a permitted maximum of only 
10,000 bacteria per cubic centimeter. Dextri- 
Maltose,* the carbohydrate of choice of so 
many physicians, is practically sterile. Rigid 
control methods at the dairy and in the 
Mead Johnson Manufacturing Department, 
and care in the home combine to give modern 
babies sanitary protection not enjoyed by 
those babies that were fed through pewter 
nipples of sainted memory. 


its refined carbohydrates pr 


*"Dextri-Maltose”™’ 1s the aged trademark of Mead Johnson & Company for 
uced by enzymic action of barley malt on corn flour. 


MEAD JOHNSON & CO., EVANSVILLE, IND., U.S.A. 


fecuntl to reflect that it was through the efforts of 
physicians that safe, pure milk and sanitary dairy control came to be 
standardized and practised, and that Dextri-Maltose* came into exist- 
ence in response to the widespread. demand of physicians for a car- 
bohydrate that would give superior results in infant feeding. 
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surgical 
technic 


OXYCEL 


In general surgery and in the specialized branches of surgery OXYCEL (oxidized cell 
lose, Parke, Davis & Company ) aids the operator by stopping bleeding not readily con- 
trollable by clamp or ligature. This refinement in surgical technic is made possible by 
the distinctive features of OXYCEL: 


PACKAGE INFORMATION 
OXYCEL is supplied in indivié 

hemostatic Promptly and effectively controls bleeding; ual screw ae 
OXYCEL PADS (Gauze Type) 
. Sterile 3” x 8” eight-ply pads 
absorbable Completely absorbed from various types of tissue; OXYCEL STRIPS (Geuse Type) 
Sterile 18” x 2” four-ply strips, 
pleated in accordion fashion. 


convenient Requires no cumbersome preparatory procedures; applied 


OXYCEL PLEDGETS 
directly to bleeding surfaces as it comes from the container; (Cotton Type) 
Sterile 2%” x 1” x 1” portions 
practical Pliable; easy to apply; conforms readily to wound surfaces; OXYCEL FOLEY COS 


Sterile four-ply gauze-type 
dises of 5” or 7” diameter fold- 


versatile Available in forms adaptable to a maximum of uses. pee — — form, weed 


‘PARKE. DAVIS & COMPANY: DETROIT 82, 
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